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Abstract 
To assess the life quality and social exchanges of public 
nursing home residents in Queensland, a study was conducted, 
based on a selected sample of 211 residents from four 
metropolitan (Brisbane) and six country nursing homes. The aim 
of the study was two-fold, to test the study hypothesis, and 
to determine changes in the respondents' lifestyle since their 
admission into nursing care. An interviewer-administered 
questionnaire was constructed, comprising closed and open-
ended questions, concerned with the respondents' 
accommodation, social contact, health, recreation, life/self-
perception, and demographic characteristics. 
The predominant tool in life quality evaluation centred on the 
respondents' perception of their satisfaction/happiness with 
their life domains and life in general. Their social exchanges 
were assessed in terms of the resources reported by the 
respondents, and the reciprocity of their social interactions. 
To illustrate the common characteristics of the respondents, 
case studies of two typical residents were compiled. The study 
sample was compared against relevant Queensland populations. 
The hypothesis was "that a decline in social exchanges leads 
to a reduction in quality of life". 
In brief, it was discovered that the factors showing most 
influence on the present quality of life were present 
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accommodation (including, number sharing room), present 
health, and to a lesser extent present family contact. Based 
on the study outcomes, it was concluded, however, that 
insufficient evidence was found to support the study 
hypothesis. Nevertheless, it needs to be acknowledged that 
some interlinking appears to exist between quality of life and 
social exchanges. 
The other study results were as follows. The majority of the 
respondents reported that they had been very satisfied with 
their past accommodation in the general community, compared to 
under a half who continued to feel so about their present 
situation in the nursing home. The main reasons for the lesser 
satisfaction with the current accommodation centred on such 
explanations as having missed their former lifestyle, 
including home, significant others, pets, garden, 
independence, and so on, and having new routines and 
"strangers" imposed upon them, particularly on those who did 
not wish to be admitted. 
Furthermore, the attitude held on the day of admission 
appeared to have been carried over to the feeling of 
satisfaction with the "new" accommodation (that is, nursing 
home), with life in general, overall happiness, and happiness 
with the nursing home room. The respondents who reported 
having unwillingly entered nursing care were especially likely 
to feel resentment towards institutional living, and to those 
who had referred them there. The country respondents were more 
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likely than the metropolitan ones to have exhibited a lower 
level of nursing home satisfaction. Family and friend contact 
was found to decline in frequency and therefore closeness for 
the respondents, after admission into institutional care. 
The respondents continued to rate their health positively 
after admission into nursing care, possibly because they 
experienced similar health problems, pre- and post-admission, 
and continued to have a similar perception of their health in 
relation to that of their peers. Although present health 
was found to be a relatively good indicator of present life 
quality, its significance to social exchange appears to be 
minimal or non-existent. It was found that as health declined, 
life satisfaction/general happiness decreased as well; 
similarly, health was found to be directly related to the 
frequency of medicine taken per day. The respondents' spare 
time greatly increased since their admission into 
institutional care; the move also meant the loss of some of 
their past recreational activities, and the gain of new ones, 
such as those offered by the nursing homes, and changes to 
spare time/recreational companions. 
The overall study data are believed to indicate that a 
'resident-oriented' environment is necessary to assist more of 
the elderly in nursing homes to adjust with greater ease to 
their new lifestyle, and therefore achieve a higher life 
quality. 
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Chapter I.: Introduction 
To date, the information on Queensland's public nursing home 
residents has been scant. Apart from a few general statistics 
on population size, length of stay, type of nursing care 
received, age and marital status (Queensland Department of 
Health 1982; Australian Bureau of Statistics-Queensland Office 
1985; Doobov and McCusker 1986; Department of Community 
Services and Health 1986), very little has been reported about 
the residents themselves, their social networks, immediate 
environment, and life in general. 
Yet, Queensland has 19 government nursing homes, four of which 
are in Brisbane, with a total bed capacity of 2279 (Department 
of Community Services and Health 1988b). These homes, with an 
estimated turnover rate of about 50% every two years, are 
mostly occupied by elderly residents. 
Based on the above observations, it would appear that 
quantitative studies could provide useful data to policy-
planners concerned with public nursing home care in 
Queensland. A study of this nature, aimed at assessing the 
quality of life of elderly residents in Queensland's public 
nursing homes is the subject of this thesis. 
A. Background to Study 
The initial idea for the study commenced as a quest to examine 
what appeared to be a common occurrence in nursing homes-
namely the following scenario: 
Nursing home residents sitting in sun rooms, dining rooms, on 
porches, in their own rooms, or lying in bed, without 
appearing to interact with others; neither looking happy nor 
sad- simply emotionless. 
This desire to further examine the above observation led to 
other questions, such as: What impact does institutional care 
have on the aged who enter this 'new' lifestyle? What makes 
them happy, sad, worried? Do some of the aged adjust better 
than others? How do they see their fellow residents? Do they 
enter nursing care willingly? The questions appear to be 
almost endless. However, the last question should perhaps be 
asked first, as the reluctance of the aged to enter any 
residential institution tends to be a strong one (Zlobicki 
1980). 
The current research commenced as a pilot study which was 
conducted in a private nursing home, where the study 
questionnaire was tested. A few months later, when the 
appropriate permissions were obtained from the Queensland 
Government and hospital boards, interviews began with 
residents of the following 10 public nursing homes. Four of 
these were metropolitan and the remainder regional (or country^ 
nursing homes. These were: 
Moreton Bay Nursing Unit (Brisbane) 
The Prince Charles Hospital Nursing Home (Brisbane) 
Redcliffe Hospital Nursing Annexe (Brisbane) 
Eventide Nursing Home, Sandgate (Brisbane) 
Nambour Hospital Nursing Home 
Dalby Hospital Nursing Home 
Maryborough Base Hospital Nursing Home 
Harvey Bay Hospital Nursing Home 
Eventide Nursing Home Rockhampton 
North Rockhampton Nursing Home. 
These nursing homes represent about half of the public nursing 
homes in this State. They were chosen on the basis of the 
following criteria: to be representative of small, medium-
sized and large homes, and of those in metropolitan and 
country areas. Homes that were catering exclusively to the 
needs of the senile and non-elderly were excluded. Interviews 
were conducted for most of 1986. Data coding and analysis 
consumed the following two years. 
B. Study Objectives 
The study was concerned with a number of issues. To begin 
with, it aimed to determine 'how' the lives of respondents had 
changed after admission into nursing care. In other words, 
what aspects of their lives had changed, and to what extent; 
how the respondents felt about these changes, whether they 
desired them, or whether they were worried by them; why they 
felt the way they did about the changes; and, why some may not 
have perceived any significant changes. 
Next, the study aimed to determine how the respondents felt 
about their new environment, whether their feelings were 
similar to, or different from, those they had towards their 
former non-institutionalised situation; whether they felt the 
same or differently about their family and friends; what they 
thought about their future, and so on. 
Lastly, the aim was to determine whether one could predict the 
respondents' perceived quality of life from knowing about 
their social exchanges (that is, their voluntary social 
transactions with others). Recognising that gerontological 
theories on ageing propose that satisfaction among the aged is 
related to whether they are 'engaged' in or 'disengaged' from 
their social roles and relationships, it was thought that it 
may be useful to apply the social exchange theory to obtain 
some understanding of the social resources that the aged are 
still likely to possess and power-imbalances that they are 
likely to face; these, in turn, may influence the role the 
elderly are likely to play in society, and the interactions or 
exchanges they are likely to maintain. 
In a l l , the study's aim was to provide some readily available 
i n f o r m a t i o n u s e f u l fo r p o s s i b l e p o l i c y s e t t i n g and 
imp lemen ta t i on , as we l l as some c a u s e - e f f e c t type of 
information for a g r e a t e r i n s i g h t in to the processes of 
exchange and "changes" as experienced by the respondents. I t 
i s hoped tha t the study data would not only contribute to the 
knowledge about Queensland's public nursing home res idents , 
but would also add to the greater understanding of the aged in 
the Australian context, as well as in general. 
B. Study Design and Hypothesis 
The study has basically been conceived around two theoretical 
approaches, quality of life, and social exchange. The 
principal hypothesis is "that a decline in social exchanges 
leads to a reduction in quality of life". 
To best understand the approaches adopted for measuring 
quality of life and social exchange, let us refer to Figure 
1.1, which, although simplistic, is thought useful for 
considering both concepts at the one time, and their possible 
relationship. This conceptual model identifies the 
applicability of subjective and objective measures to both 
quality of life and social exchange. The 'roots' of life 
quality are 'life domains', which in the case of the elderly 
are believed to comprise accommodation, health/dependency, 
social contact, recreation, and life/self perception. 
Independent Variables 
SOCIAL RESOURCES LIFE DOMAINS 
1 1 
1 1 
1 1 
1 1 Subjective 
1 1 and 
1 1 Indicators 
1 1 
1 1 
1 1 
1 1 
1 Intermediate Variables 1 
1 1 
1 1 
Value Satisfaction 
and and 
Reciprocity Happiness 
1 1 
1 1 
1 1 
1 1 
1 Dependent Variables 1 
1 1 
1 1 
SOCIAL EXCHANGE > » » » » » » » QUALITY OF LIFE 
Figure 1.1 
Theory-Oriented Study Design Model: 
Variables and Their Associations 
Principal hypothesis: That a decline in social exchanges leads to 
a reduction in quality of life. 
These life domains viewed together with demographic 
characteristics are expected to incorporate all the factors 
considered important in an evaluation of the respondents' 
well-being. Simply put, it is being suggested that life 
quality is a function of the above variables, and that social 
resources are likely to influence quality of life. The 
contribution of each of these variables at different points in 
time (prior to nursing care admission, and after such 
admission) is the concern of this thesis. 
The 'roots' of the social exchange process are social 
resources, which are directly/indirectly influenced by, or 
dependent on demographic characteristics, and social contacts 
(or network size), and may be affected by accommodation, 
health, and recreation, for example; the respondents may 
continue to possess certain resources, lose resources, or gain 
new ones. By resources, it is meant here any one or all of the 
following, affection, information, influence, prestige, 
respect, goods, services, and so on. 
Life domains and social resources have no 'real' meaning, 
however, without having one assigned to them by the 
respondents themselves. With respect to the life domains, 
respondents need to perceive them in terms of whether they 
contribute to their satisfaction/dissatisfaction and 
happiness/unhappiness. Similarly, social resources need to be 
assessed by the respondents to identify their 'value' (or 
desirability) to them and others, and their contribution 
to/retraction from reciprocity (involving transactions where 
valuable resources are exchanged). 
Overall, this study is almost exclusively based on the 
respondents' perceptions of their lives, of themselves, and 
of others. Its basic quality of life framework is structured 
on the studies by Campbell et al. (1976), Andrews and Withey 
(1976), and Bradburn (1969); the social exchange approach is 
fashioned on discussions by Cook (1982), Dowd (1975, 1980), 
Fischer et al. (1977), Lomnitz (1977), and Granovetter (1982). 
A detailed account of the concepts indentified here, and of 
their origins, is given in the following chapter. The 
practical application of Figure 1.1 is discussed in the 
chapter on methodology. 
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Chapter II.: Literature Review 
The theoretical framework on which the current study is based 
can be best described through the theories of life quality, 
social exchange and gerontology, which are discussed in this 
chapter. The information contained here should not only 
demonstrate the interrelation of the concepts incorporated 
into the study design model (Figure 1.1 in the preceding 
chapter), but should also offer some understanding of how the 
current study fits into the wider body of knowledge in social 
gerontology. Because the theories of social gerontology 
provide contradictory explanations of the ageing process, 
critical comments are included on each of the theoretical 
approaches described in the discussion. 
A. Quality of Life Theory 
Basically, quality of life is concerned with comparing or 
measuring individuals' "state of affairs" with some set 
standard (Mason and Faulkenberry 1978). This approach 
is considered on the assumption that human beings pursue or 
seek to experience a sense of well-being (Headey, Holmstrom 
and Wearing 1984). In most instances, when the term "quality 
of life" is used, it is meant "good quality of life"; some of 
the problems associated with this concept are those of 
definition, quantification, and application (Caiman 1984). 
Despite such difficulties, Diener (1984, p. 551) concludes 
that most measures of quality of life, or subjective well-
being, correlate with each other, even though moderately, and 
have "adequate temporal reliability and internal consistency". 
As a preliminary insight into the concept under investigation, 
it may be interesting to summarise a number of psychological 
theories of well-being which have been described by Diener 
(1984). These theories include the following: (i) telic or 
endpoint, which are concerned with the fulfilment of 
goals/needs/desires for the achievement of positive feelings; 
(ii) pleasure-pain, which postulate that the greater the 
deprivation, the greater the joy upon achieving the goal, 
which leads to new goals in a cyclical fashion; (iii) 
activity, which view pleasure as an end-product of human 
activity (or behaviour); (iv) top-down, which consider a total 
positive feeling as the sum-total of many small pleasures; 
(v) bottom-up, which regard small pleasures as the result of a 
global positive feeling; (vi) associationistic, which indicate 
that certain characteristics/ events predispose individuals to 
positive states; and (vi) judgment, based on a comparison 
between standard and actual conditions, where the preferred 
outcome is that the condition exceeds the standard. 
Interestingly, Wilson (1967) states that since the time of the 
ancient Greek philosophers, little theoretical progress has 
been made in the understanding of well-being, commonly 
associated with the feelings of happiness. 
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1. origins of life quality measures 
The first major study concerned with the quality of life is 
believed to have been conducted by Gurin, Verloff and Feld 
(1960), who created the following basic measure of well-being: 
"Taking all things together, how would you say things are 
these days- would you say you are very happy, pretty happy, or 
not too happy these days?" (refer to Campbell et al. 1976, for 
more details on early researchers of life quality). This 
Gurin-Veroff-Feld question was subsequently adopted by 
Bradburn and Caplovitz (1965) in their study on mental health-
related behaviour. Bradburn (1969) then extended the original 
measure into the concepts of positive and negative affect, 
which he saw as being independent of each other; he 
hypothesized that happiness is a global judgment individuals 
make by comparing their negative affect with positive affect, 
but where absence of negative affect is not indicative of the 
existence of positive affect. 
According to Bradburn, to enhance life, an individual must 
reduce negative affect and increase positive affect, for 
positive and negative affect correlate with different 
variables (see Diener 1984 for studies that have tested this 
finding). This means that "...it [would be] impossible to 
predict an individual's score on the negative affect dimension 
from any knowledge of his score on the positive affect 
dimension and vice versa" (Bradburn, p. 9), as information of 
both types would be needed to predict an individual's level of 
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psychological well-being. Bradburn maintained that the 
positive affect was related to the frequency of social 
contacts, companionship, participation in new activities and 
education, whereas the negative affect was linked to anxiety, 
worry, poor physical health, and recent interpersonal 
difficulties. 
At about the same time, another major study, this time by 
Cantril (1965) led to the development of a technique concerned 
with the "best" and "worst" life, which was translated into 
"satisfaction" and "dissatisfaction". The measures of 
happiness, developed by Bradburn, and of satisfaction by 
Cantril were then used by Campbell, Converse and Rodgers 
(Campbell et al. 1976) in their study of the American quality 
of life. 
Campbell et al. adopted both measures in the belief that 
happiness was concerned with feelings (or affect), as it 
refers to "transitory moods of gaiety or euphoria", whereas 
satisfaction implied a cognitive (or judgmental) experience, 
based on individuals' comparison of aspirations to actual 
achievements; as such, satisfaction was seen as being more 
relevant to public policy, which is preoccupied with 
"satisfying needs", rather than with making individuals happy 
(Campbell et al. 1976, pp. 8-9). Other researchers have 
defined these concepts differently, often using 
satisfaction/happiness as synonymous terms, as there is no 
singularly accepted definition of these (Horley 1984). 
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In moving away from single measures of well-being, Campbell et 
al. developed measures of satisfaction in relation to a 
variety of life domains; at the same time, however, the idea 
of a general (or global) sense of life satisfaction had not 
been abandoned, as the general sense of well-being was thought 
to result from satisfaction and dissatisfaction experienced 
across all principal life domains (Campbell et al. 1976, p. 
15; Campbell 1976). What eventuated were domain-specific life 
satisfaction measures (which provided information on "with 
what individuals were satisfied and why"), and global (or life 
as a whole) satisfaction measures, which offered a general 
view of life satisfaction; the question used for the latter 
was as follows: "How satisfied are you with your life as a 
whole these days?". 
An individual's satisfaction with a life domain was, 
therefore, seen "as dependent on his evaluations or 
assessments of various attributes of that domain", as based on 
aspiration, expectation, equity, reference, and personal 
needs/values, but "may not necessarily [have been] identical 
to the environment as it actually was" (Campbell et al. 1976, 
p. 14). The domains included such units as family, friends, 
neighbours, employment, accommodation, health, leisure, 
income, and any other aspects of personal life which were seen 
as relevant to the individuals concerned. The two principal 
indexes used by Campbell et al. (1976) were (i) an index 
composed of satisfaction scores based on 10 life domains, 
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which correlated at nearly .70 with the single question on 
life satisfaction; and (ii) an index of general affect based 
on a series of paired adjectives describing life in positive 
and negative terms (Campbell 1976). 
Interestingly, in their study on Americans' perceptions of 
life quality, Andrews and Withey (1976) have not only 
incorporated global indicators of well-being and general 
evaluations of life domains, but also "values" (concerned 
with privacy, independence, respect, security, freedom, fun 
etc.) for added assessment of domains. In addition, they 
proposed the use of subdomains, where, for example, the 
domain of "house" could have subdomains of "kitchen", 
"furnishings" and so on. 
McKennell and Andrews (1983, p. 109) have possibly gone a step 
further than earlier researchers by suggesting that 
...in arriving at global assessments of life quality, 
respondents weigh directly both affective and cognitive 
considerations, so that the final assessment is a 
compound of the two... [as] it is the global affect and 
global cognition and not the domain evaluations that have 
the direct impact on the final LAW [life-as-a-whole] 
assessment... 
The relationship of social resources to well-being is 
explained by Zautra (1983) who found that positive social 
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resources are associated with positive affect, and negative 
with negative affect. This has meant that 
the relationship between social resources and well-being 
is dependent both on the cognitive-affective components 
of the resource and also on the life cycle and event 
contexts that surrounded its use (Zautra 1983, p. 287). 
These resources include ones concerned with support by others, 
self-reliance, and social responsibility. Similarly, Waltz 
(1986) discovered that certain resources significantly affect 
well-being. The "love" resource, for example, was noted to 
discriminate between happy and unhappy individuals; this was 
also the case for the self-concept (Waltz, p. 88). 
Chamberlain (1985, p. 398) has reached the same conclusion by 
stating that "[social] values that are personal and central to 
individuals are more salient in determining their overall 
quality of life". Likewise, Bharadwaj and Wilkening (1980, p. 
342) have stated that "satisfaction with social integration is 
correlated with satisfactions in all life domains, except 
national government, at a moderately high level"; family 
satisfaction, and to a lesser degree satisfaction with spare 
time activities had the greatest impact, followed by other 
forms of social participation, such as church membership, 
organisational involvement and so on. Mason and Faulkenberry 
(1978, p. 148) postulate that the differences in life 
satisfaction occur "by the perceived difference in a person's 
aspiration and achievement levels... as the 'gap' between 
aspirations and achievements closes... satisfactions are said 
to increase". 
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From the above discussion we learn that quality of life 
studies have mainly used measures of life satisfaction (global 
and domain), and independent positive/negative affect or 
happiness. Their outcomes have generally shown the importance 
of personal relationships, based on intimate social resources. 
2. subjective versus objective measures 
Social measures can be broadly classified into two types: 
objective and subjective, with the former being concerned with 
"counts" of various kind, and the latter with individuals' 
perceptions and feelings (Andrews 1974). The reason subjective 
measures are preferred over objective ones is that when it 
comes to the assessment of life quality, the subjective 
indicators deal directly with people's evaluation of their own 
well-being, by providing a clear link between measures and 
feelings (Rodgers and Converse 1975). Their main disadvantage 
is in being seen as less precise than the objective indicators 
(Campbell 1976). On the other hand, under certain 
circumstances, subjective measures can be used to check on the 
adequacy of objective measures (Andrews 1974). 
The major arguments against the adoption of subjective 
measures include problems of: (i) validity, (ii) 
interpretation of outcomes, (iii) completeness of results (in 
relation to an infinite range of possible human concerns), and 
(iv) usefulness or utility of the measures in relation to the 
16 
As expected, examinations of the relationship between 
objective and subjective social indicators have shown that the 
relationship which does exist is only slight. Possible reasons 
for this are not only numerous, but also need to be further 
explored (Chamberlain 1985). Andrews and Withey (1976, p. 7) 
suggest that 
... a fully developed set of social indicators might 
consist of two parallel series: one indicating how 
people themselves evaluate various aspects of their 
lives; and the other indicating the external or 
environmental conditions relevant to each of those 
aspects [possibly based on objective measures]. 
The two sets of indicators may not move in the same direction, 
however. This is because external conditions may improve, 
while people's well-being may decline, or vice versa. For an 
accurate assessment, therefore, both subjective and objective 
indicators may need to be considered, as each measures a 
different aspect of life quality (Schneider 1975; Gehrman 
1978; Wasserman and Chua 1980; Headey 1981; Najman and Levine 
1981). 
3. well-being in gerontological research 
In social gerontology, measures of life satisfaction and 
happiness have been accepted as indicators of adjustment and 
successful ageing (Horley 1984). More research is needed, 
though, to further develop/explore these concepts for 
application to the aged. 
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Some age-related findings are as follows. Campbell et al. 
(1976) have found that reported happiness is highest among the 
young and declines with age, whereas general satisfaction is 
lowest among the young and increases with age, even though 
overall happiness and satisfaction are highly correlated. This 
may be due to a flattening of affect in late life (or a 
decrease in hopefulness), which would reflect the lower 
happiness level among the older individuals. The already 
proven achievement of goals, however, (based on past 
experiences, even though these may have been perceived through 
lowered aspirations), may explain the higher satisfaction 
level among the aged, compared to the younger individuals who 
may still be unsure of their goal-achieving capabilities 
(George 1979). 
Bradburn and Caplovitz (1965) have also found that the number 
of individuals who reported that they were "not too happy" 
was likely to increase after age sixty, possibly as a function 
of increased illness among the elderly. Interestingly, 
Campbell et al. (1976, p. 81) conclude that the general sense 
of well-being was more strongly linked to satisfaction with 
health for older individuals (in that satisfaction with health 
declined) than for the younger ones; the opposite was true for 
the work domain. Satisfaction with housing tended to increase 
with age, however (Campbell 1976, p. 151). These findings then 
indicate the possible importance of health and accommodation 
to the elderly. 
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Conversely, Suls and Mullen (1983-84, p.117) state that 
numerous studies show (unlike those listed above) that "the 
elderly are less satisfied with life than younger adults" 
because of temporal comparisons, that is, comparisons of 
present performance with past performances of a similar task. 
Such comparisons are likely to indicate to them their 
physical, cognitive and social deterioration; this may not be 
so for all individuals, however, as some may deal with 
unfavourable temporal feedback of present performance by 
recalling their positive past achievements. Temporal 
comparison is much more likely to be applied by the aged, 
whereas social comparison (where one's abilities/traits are 
compared with those of others) is more likely to be used by 
the young (Suls and Mullen). 
Other age-related findings have been included (for comparative 
purposes) in the discussion of the study results (see Chapters 
V to IX). 
B. Social Exchange Theory 
This section may be regarded as a complementary extension of 
the quality of life discussion pertaining to one of the 
principal life domains, namely social contact. Because much 
has been written on social exchange, the aim here will be to 
offer a summary of the most important and relevant aspects of 
the exchange theory, within the context of the current study. 
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The social exchange theory will be explained in general terms, 
and then discussed within a gerontological framework. 
1. general aspects of social exchange 
a. origins of exchange 
The notion of "exchange" in relation to social behaviour has 
been familiar to social anthropologists for much longer than 
it has been of interest to sociologists in general (Russell 
1981, pp. 66-67). It can be traced to anthropological work by 
Mauss in 1925, who made what is now regarded as a classical 
statement by defining interaction between persons as "an 
exchange of goods, material or non-material". The sociological 
approach to social exchange, as we know it today, was 
developed over three decades later through the studies of 
Homans (1958, 1961), Blau (1964), and Emerson (1962, 1972), to 
name a few (see Ekeh [1974] for a discussion of other early 
scholars in this field.) Nevertheless, it needs to be 
acknowledged here that Chavannes is believed to have been the 
first sociologist to mention social exchange, as evident in 
his 1884/85 series of papers in The Sociologist. His thoughts 
on exchange were very similar to those of Homans, even though 
they were not based on a systematic empirical study as those 
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of Homans' (Knox 1963). Some of the conclusions made by 
Chavannes are as follows: 
profitable exchange lies at the base of all the relations 
of men to each other, and is the group work on which 
society is built... either self-interest or duty is the 
motivation behind exchange but equality in giving and 
receiving takes the action out of the duty category, and 
makes it a satisfactory exchange" (Chavannes 1901, p. 59-
60/69: original not cited, refer to Knox 1963). 
b. core exchange elements 
Basically, the social exchange theory is concerned with 
identifying different types of social interactions, referred 
to as exchange relations or social exchanges, for the purpose 
of predicting and explaining certain aspects of human 
behaviour (Singlemann 1972). Two of the important factors in 
exchange relations are reciprocity and equity (Meeker 1971). 
The former means that an individual who provides an exchange 
partner with certain valuable social resources, which may 
include love, goods, money, advice, influence, information, 
assistance, courtesies, services, trust, gifts and so on (Blau 
1964; Cook 1981; Foa and Foa 1974), receives other resources 
in return; the latter refers to the individual who obtains a 
relatively equal amount of valuables for the resources 
invested. Some of these resources are particularistic (that 
is, "tied" to a particular individual who can supply the 
required resource, such as love), concrete (or specific), and 
abstract (or symbolic) (Foa and Foa 1974). 
21 
A study by Rook (1987, p. 151) shows that unreciprocated (or 
asymmetrical) relations appear to be "associated with greater 
feelings of loneliness, regardless of the direction of the 
asymmetry... [as] both overbenefited and underbenefited 
[individuals]... were lonelier than [others]..." This finding 
is in keeping with other studies which show that inequitable 
exchanges can cause distress and take away from satisfaction 
and happiness, as "giving more to a relationship than one 
receives leads to feelings of unfairness [anger] and 
resentment, whereas receiving more than one gives leads to 
feelings of guilt and shame", except in situations where 
equity is not expected (Rook 1987, p. 145; Walster, Walster 
and Berscheid 1978; Roberto and Scott 1986), 
In the case of the elderly. Rook (1987, p. 152) reports that 
greater reciprocity in subjects' exchanges with their 
adult children was not associated with more positive 
feelings towards the children... in fact, asymmetrical 
exchanges of instrumental support were associated with 
greater satisfaction...[as elderly] women who received 
more instriimental support than they provided were more 
satisfied with their relationships with their children... 
[conversely] women who provided more instrumental support 
than they received...were less satisfied..." 
As can be seen, reciprocity is not a uniform predictor of 
social satisfaction, being contingent on the role relations 
involved (Rook 1987). 
In friendships, equity appears contingent upon the perceived 
capabilities of the exchange partners involved. This is well 
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illustrated in the study by Roberto and Scott (1986, p. 246) 
who report that 
respondents confronted with being overbenefited in the 
helping aspect of their friendship most frequently 
attributed this to the fact that they viewed themselves 
in poorer health than their best friend or that they 
would help their best friends if they needed them; 
underbenefited respondents perceived their best friend as 
being more alone or in poorer health than themselves. 
Two principal types of reciprocity can be identified 
(Wentowski 1981): immediate (usually involving instrumental 
exchanges) and deferred (involving delayed repayments, as in 
the case of elderly parents and their adult children, or 
occurring between neighbours/ good friends). Wentowski (1981, 
pp. 605-606) explains that security in old age is closely 
related to the way resources have been managed in the past, 
and how relationships are cultivated in the present; this can 
occur in the following manner: (i) participation in balanced 
exchanges over a long period of time creates strong ties on 
which the elderly can later rely; (ii) "buying into" 
generalised reciprocity through large "gifts", sets a basis 
for deferred reciprocity; and (iii) continued active efforts 
to maintain relationships can be made through token returns. 
The provision of resources by family and friends appears to 
follow a pattern in that the proportion of children who 
provide supports of instrumental, emotional and companionship 
nature tends to be inversely related to the proportion of 
friends who do the same (Rook 1987). 
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Overall, social exchanges involve voluntary interactions 
between individuals or groups for the purpose of both sides 
maximising rewards (eg. affection, approval, respect), and 
minimising costs (such as, pain, loneliness, insecurity), 
which can be material or non-material, tangible or non-
tangible (Blau 1964; Singlemann 1972). Emerson (1976, p. 336) 
refers to this sociological approach to exchange "as the 
economic analysis of noneconomic social situations". 
Blau (1964) distinguishes between intrinsic rewards, such 
as personal attraction or social acceptance, and extrinsic 
ones, such as instrumental services, both of which may be 
obtained by the same individuals, but from different 
associations. Intrinsic rewards are inherent to the 
interaction, and extrinsic occur as a consequence of the 
interaction (Rempel et al. 1985). In addition, Blau identifies 
such unilaterial (or one-sided) rewards as respect/compliance/ 
power. Costs may be categorised into the following: 
investment (ie. time/effort spent), directness (eg. 
subordination to express respect), and opportunity (Blau 1964, 
p. 101). The expectation of rewards may be (i) general 
(in terms of "total" benefits, comprising family/career/ 
community, (ii) particular, derived from specific individuals, 
or (iii) comparative (Blau 1964, p. 146). 
One of the significant considerations in the exchange relation 
is that the rewards be proportional to the costs involved, and 
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that the profits be proportional to the investments made; the 
same type of reward need not be exchanged, however, as the 
person who gives a service may receive influence (or respect) 
in return, and vice versa (Schwimmer 1973). Someone inferior 
in status is more likely to receive material goods or a 
service of a different kind to the one given, as the 
distribution of rewards tends to be proportional to the status 
(Meeker 1971). Homans (1961, p. 247) refers to this process of 
valuation in interactions as "distributive justice", where 
'valuation' is defined as "a subjectively meaningful activity 
which determines what constitutes a 'just' reward for given 
services; Blau (1964, pp. 154-160; 1964a) calls it "fair 
exchange", explaining that social exchanges occur because of 
value consensus, which means that individuals are able to 
agree on what is valuable. Wentowski (1981) posits that 
cultural rules direct such exchanges. 
Gouldner (1960) argues that it is the norm of reciprocity that 
motivates people to return benefits, as it encourages social, 
rather than selfish behaviour, and gives people confidence 
that their actions will be reciprocated. Furthermore, Gouldner 
(1960, p. 124) explains that because this norm is "general", 
it contributes to social stability, in the sense that a 
benefit does not need to be reciprocated in the same role 
relationship; for example, an employer may perform a favour 
for his employee, which may be reciprocated with a friendship 
relationship outside of the working hours, and exemplified by 
a dinner at the employee's house. Similarly, Durkheim (193 3 
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[1897]) and Coser (1956) believe that no formalised 
interactions can exist without a body of norms to guide these. 
Thibaut and Kelley (1959) disagree with this notion, however, 
believing that interactions occur because of the resources 
involved, rather than due to the norm of reciprocity. What 
this means is that the functionalists believe that existing 
normative expectations maintain social interactions, whereas 
those taking the individualist approach (Homans 1961; Bengtson 
and Dowd 1980-81) state that rewarding situations are 
responsible. 
c. exchange power 
Exchange power is derived from interactions where imbalance 
occurs, such as when one party to the interaction possesses 
certain resources which the other party cannot obtain 
elsewhere, or cannot equally reciprocate. A dependency 
relationship occurs as a result (Russell 1981, p. 67). In 
other words, power is generated (or validated) by individuals 
who command services and goods which others need but cannot 
obtain from other sources; but it needs to be noted that 
collective approval of power is needed before power can become 
legitimate (Blau 1964). 
Exchange power can often be measured in terms of an 
individual's "centrality" in a network structure, which 
usually determines access to resources (Cook 1982), as the 
more central the position, the more likely it is to be 
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important and powerful. Lin (1982, pp. 132-13 3) explains that 
the relationship between the position in a hierarchical 
structure and the amount of influence or power it may exert on 
others for instrumental purposes is a direct one, and it 
parallels the amount of information possessed on the location 
of resources in the structure and "the ability of the higher 
positions to cumulate resources at a higher rate than lower 
positions". In contrast, an equal dependency relationship 
discourages the use of power. Balancing and rebalancing of 
power then becomes an important function of exchange 
relations (Blau 1964; Emerson 1962). This may involve needs 
reduction, force acquisition, inducements and alternative 
resource searches (Singlemann 1972, p. 416). However, a 
serious exploitation of the exchange relations, for such 
purposes as power, status or economic gains, will often lead 
to the abortion of the relationship (Ekeh 1974, p. 57). 
Cook (1982) identifies two types of power-balancing 
mechanisms, network extension (through new relationships), or 
network consolidation (through the formation of collectives, 
which decrease the number of exchange alternatives, and help 
the less powerful to gain some power). These mechanisms may be 
used to counteract two kinds of power imbalances (Blau 1964, 
p. 32), namely, a positive imbalance of benefits for 
subordinates under a legitimate authority; and a negative 
imbalance or exploitation/oppression, which stimulates 
opposition and conflict. 
27 
Powerlessness is likely to occur under the following 
conditions (Emerson 1962): (i) a need for resources held by 
other individuals, (ii) inability to be without these 
resources, (iii) inability to obtain resources elsewhere, (iv) 
inability to reciprocate resources/benefits received, except 
by offering obedience and respect, and (v) inability to use 
punishment to seize needed resources. 
To gain power, an individual therefore needs one or more of 
the following types of "power resources" (Dahlstrom 1966): 
(a) reward power, where the person exerting power has means to 
reward other individuals, (b) coercive power, where punishment 
can be used, (c) referent power, where the person exerting 
power is so respected, loved and idolised that others will act 
according to his/her wishes, (d) expert power, where ability 
is needed, and (e) legitimate power, where a position is bound 
by institutionalised norms, which give the right of command, 
control and expect obedience. This means that a power-seeking 
individual requires control over valuable resources, proximity 
to the source of these resources, and influence (Marsden 
1982), where variations in power would be in response to 
differential levels in these. Power resources are a function 
of class position, social network, and personal 
characteristics (eg. age, sex) (Dowd 1980). 
Possession of power resources does not in itself translate 
into a power-dependence relation, since power resources are 
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activated during interactions; as a result, relationships need 
always to be negotiated and renegotiated (McGee and Barker 
1982). Also, a pattern of dominance does not have to emerge 
for power to be operative. In other words, a balanced 
interaction does not neutralise power (Emerson 1962), but an 
unbalanced relationship encourages the use of power. Power 
indicates a capacity, not a relationship, as it may be overt 
or hidden. Authority and influence may or may not be the forms 
of power (Lukes 1974). The individual who possesses power can 
influence the action of others, without being influenced 
him/herself in the same way. Under certain circumstances, 
unreciprocated exchanges will not cause status differentiation 
and, as such, will not lead to a possible power. This would 
occur when one exchange partner performs a function for 
altruistic reasons, which may be endocentric (where good is 
done to feel good), or exocentric (where doing good is 
performed to make someone else feel good) (Rosen et al. 1986; 
Karylowski 1982). 
d. the exchange process 
A number of exchanges linked together, through social ties (or 
positive exchanges) make up social or exchange networks 
(Granovetter 1982; Wellman 1981). The ratio of the existing 
links to the number of possible links determines the density 
of such networks. The pattern of the links may be described in 
terms of anchorage (or point of reference), density, 
reachability (ability to reach others), and range (or number 
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of contacts). The nature of the links themselves may be viewed 
in terms of content (or purpose), 'directedness• (or 
reciprocity), durability (length of existence), intensity (or 
degree of honouring obligations), and frequency (Mitchell 
1969; Barnes 1972). 
A network may be close-knit, when the people an individual 
knows interact with one another, or loose-knit, where the 
opposite occurs (Mitchell 1969). Positive connections exist in 
networks where the exchange in one relation increases the 
likelihood of exchanges in the other; negative connections 
mean that the exchange in one relation precludes or decreases 
the likelihood of exchanges in the other (Cook 1982). As can 
be seen, network linkages are determined by the strength of 
the contingencies affecting the actual flow of exchanges or 
resources on which these are based. As more resources are 
involved at a greater intensity, the more important and 
frequent are the exchanges. 
Highly intense exchanges (meaning that the degree of 
commitment by others is high) usually involve family members, 
whereas the low intensity ones tend to comprise acquaintances. 
The strength of ties can be determined by a combination of 
factors, including time, geographical distance, emotional 
intensity, intimacy and reciprocity (Granovetter 1973). Strong 
ties (family/good friends) remain useful even if vast 
distances separate them, whereas weak ties (acquaintances) are 
more useful if they are nearby (Lin 1982). The latter are 
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especially important in terms of providing access to 
information and influence. The lower the socio-economic 
background of the individuals, 
the greater the relative frequency of strong ties... 
because homophilious ties are more likely to be strong, 
and lower status individuals are so numerous that it is 
relatively easier for them to pick and choose as friends 
others similar to themselves" (Granovetter 1982, p. 114). 
Social exchanges often begin in a slow process, starting with 
minor interaction for which little trust is required and the 
risk is small (Ekeh 1974). By "trust" it is meant here a 
belief that others will fulfil their obligations to 
reciprocate benefits (Haas and Deseran 1981; Scanzoni 1979). 
Trust is particularly important when the obligations are not 
specific or delays can occur between the time a benefit is 
received, and when it is reciprocated. For example, a wedding 
gift may not be reciprocated until the person making the gift 
marries (Haas and Deseran 1981). Minor exchanges, if perceived 
as beneficial, lead on to major transactions, where complete 
trust is needed, such as in love relations (Ekeh 1974). 
Reciprocal obligations which are dependent on trust, 
differentiate this type of an exchange from a purely economic 
one, based on contract, which does not require trust (Blau 
1964). Under the functionalist (or collectivist, as opposed 
to individualist) approach, based on the norm of reciprocity, 
trust is not regarded as important because 
from the beginning, social exchange is oriented not 
toward individual gain but toward the establishment and 
maintenance of social solidarity...[where social exchange 
takes place within the matrix of social trust] (Haas and 
Deseran 1981, p. 3) 
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The reason exchange relations continue is that the resources 
involved in these are valued and beneficial to the 
participants. Presumably, alternative resources are not seen 
as attractive or desirable. Collective exchanges (as opposed 
to dyadic ones) happen where a number of individuals cooperate 
by combining their resources for mutual benefits, such as when 
four people get together to play bridge (Emerson 1972). 
An equally dependent exchange relation would be a balanced 
one, with those involved being equally wanting the rewards 
offered by the other party, and all having a similar access to 
resources; what eventuates, therefore, is "a mutually 
gratifying pattern of exchange goods and services (Gouldner 
1960, p. 161). Blau (1964) refers to this as a process of 
social attraction, while Emerson (1976) states that it is a 
reciprocal flow of valued behaviour for those participating. 
Where there is competition for resources, there is a greater 
chance the interaction is an economic one, as the pursuit of 
self-benefits overrides any possibility of mutual benefits. 
Sometimes, however, unequal exchanges can occur where the 
resources differ in value. Such relations continue because of 
the social context in which they exist. This means that 
individuals with fewer opportunities for alternative resources 
tend to be more dependent on and committed to the exchange 
relations. Even so, at least one of the following rewards 
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must be obtainable by the individuals involved for exchange 
relations to continue (Blau 1964, p. 100): (a) personal 
attraction, as in love, (b) social approval, (c) respect/ 
prestige, (d) social acceptance, (e) instrumental services, as 
in care giving, and (f) compliance/power. Emerson (1969) 
argues that prolonged use of power erodes power in that the 
individiuals with power would become increasingly dependent on 
the exchange relation; as a result, unbalanced relations often 
become balanced through time. 
Blau (1964) believes that unequal exchanges do not exist, only 
unbalanced reciprocity, in that he acknowledges that when an 
individual does not have enough "goods" to reciprocate another 
for services received, he compensates by recognising the other 
person's power over him; Blau assumes that this type of 
inequality is legitimate, rather than exploitive. 
Burns (1973) identifies four types of interpersonal 
reciprocity, which may occur in a mixed form: 
Type I, which involves family/friends, and as such is a pure 
positive other-orientation which is not subject to the pursuit 
of rewards or normative constraints; Type II is similarly 
other-oriented, but there is also a strong underlying element 
of self-interest to obtain goods and services, as well as 
social constraints (including legal ones), and the need for 
trust/confidence; Type III is concerned with short-run 
individual maximisation of benefits, and so it is based on 
mutual exploitation and a pure self-orientation; and Type IV 
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is mutual hostility, based on inhibited cooperation and 
suspicion. 
Exchanges may in fact be restricted, involving two people, 
without other potential partners, who receive benefits from 
interacting with each other, or generalised (that is, 
indirect) where the givers receive benefits from someone other 
than the receiver (Levi-Strauss 1957; Blau 1964; Emerson 
1976). Access to exchange resources is dependent on social 
roles and controls, in that an individual is more likely to 
comply if those above him have a great deal of power and 
authority (Burns 1973); this indicates that social roles and 
controls maintain or reinforce certain orientation and 
behaviour. 
The interactional bond between individuals taking part in an 
exchange may be determined by (a) the multiplexity (or number 
of role relations/activities involved between the 
participants) (Fischer et al. 1977), (b) the directional flow 
of the rewards, and (c) the intensity of the relationship; the 
latter being dependent on four factors (i) formal social 
distance (eg. kin v. non-kin), (ii) physical distance (based 
on geographical/locational closeness), (iii) economic 
distance, and (iv) psycho-social distance (Lomnitz 1977). Low 
primacy relations, often involving service-based exchanges 
comprising strangers or acquaintances, tend to be once only 
transactions, whereas high primacy relationship, involving 
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family members or good friends, would be multiplex exchanges 
(Cook 1982); these latter exchanges, based on many kinds of 
resources, are stronger and associated with more positive 
feelings than any of the other (Wellman 1981; Rook 1987). 
Communication is also an important part of the exchange 
process, particularly in terms of the information-flow. The 
factors that need to be taken into account are frequency of 
communication, physical circumstances under which 
communication takes place, the communication pattern (whether 
it includes censor etc.), and the relationship of participants 
to each other (to determine their ease of access to resources) 
(Barnlund and Harland 1963; Capps and O'Conner 1978). Those 
in a higher social position are likely to have more 
information, and are thus capable of locating specific 
resources in what becomes an asymmetrical network relationship 
(Lin 1982, p. 133). Similarly, instrumental relations are more 
likely to be asymmetrical than emotional ones, as the former 
tend to be based on tangible resources, which are not always 
accessible; in certain circumstances, however, instrumental 
support may be particularly tolerated, even if asymmetrical, 
such as in relations involving adult children and their 
elderly parents where receiving more by the latter may be seen 
as "fair compensation for years of unreciprocated child-
rearing activities" (Rook 1987, p. 147; Beckman 1981). 
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e. symbolic exchange 
Homans (1958) states that it is insufficient to indicate 
simply that interactions are based on rewards, for it is 
equally important to recognise that rewards have symbolic 
significance, assigned to them by the exchange participants. 
The dimensions of symbolic exchange are threefold, being based 
on (i) status, where differences, such as between a superior 
and a subordinate, lead to asymmetry, (ii) formality, where 
social distance increases whenever the relationship becomes 
more formal, and (iii) specificity, which means that the 
relationship can be classified according to how specific, or 
diffuse (broad) the range of goods is that is being exchanged 
(Haas and Deseran 1981, p. 9). 
Even though most exchanges involve real (tangible) benefits, 
those that are symbolic in nature (that is, based on symbolic 
tokens of good faith), include such resources as a smile, or 
friendly greetings, which cost the giver "nothing" (Blau 1964; 
Gouldner 1960; Haas and Deseran 1981). As such, symbolic 
exchanges are links between communicative behaviour, which 
involves gestures or words that indicate the intensions of 
those making them, and the social exchange itself. The goods 
used, therefore, have a utilitarian or intrinsic value 
(being especially useful to the receiver), and a communicative 
value (being able to convey the giver's intentions to the 
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receiver). In a s t r i c t l y economic exchange, only the 
utilitarian value exists, however (Singlemann 1972; Haas and 
Deseran 1981). 
2. ageing as a process of social exchange 
The applicability of the exchange theory to social gerontology 
is evident in its ability to explain the disadvantaged power 
position of the aged. This approach was i n i t i a l l y 
conceptualised by Dowd (1975, p. 587) who addressed the 
question "How do we account for the decreased social 
interaction frequently observed in the daily lives of older 
persons in our society?". Poor health, depleted income and/or 
loss of spouse were seen by Dowd (1975) as only partly 
responsible for the phenomenon of decreases/declines 
experienced by the aged, which he believed could be 
additionally explained through the exchange process. Dowd 
(1975, p. 587) suggests that decreased social interaction is 
due to the gradually diminished power resources, which 
continue to decrease until all that remains is 'compliance'. 
This appears to indicate that the status of the elderly in our 
society weakens with age as they experience declines or losses 
of such power resources as material goods, personal 
characteristics, and socially valued roles (McGee and Barker 
1982). A power imbalance may thereby bring with i t 
disengagement and power-dependence. Dowd (1975) argues that 
the reason individuals in later life become less engaged in 
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social activities is that they are unable to compete with 
younger members when it comes to taking an active and frequent 
part in social interactions. They (the older persons) are 
forced to disengage 
not because that act is normatively governed- but simply 
because they have no other reasonable alternative . . . 
once established, this unbalanced exchange rate becomes 
institutionalized and thereby provides a normative basis 
for future unbalanced exchanges (Dowd 1975, pp. 588-589). 
Nevertheless, it needs to be noted that it is likely that 
"disengagement from certain social institutions is inversely 
related to disengagement from other institutions" (Dowd 1975, 
p. 591) , as for example, an elderly couple may interact less 
with friends, but increase the frequency of their interaction 
with family (Carp 1968). Furthermore, the elderly person's 
patrimony may be related in a direct way to his/her position 
of dominance in the family. It follows, therefore, that due to 
the heterogeneity of the aged themselves, their social/power 
resources may vary. 
Overall, imbalanced social exchanges are likely to occur when 
the elderly obtain fewer rewards from social interactions, 
have fewer resources for transactions, and are in a dependency 
position (McGee and Barker 1982, p. 249). Negative images of 
the aged (including prejudice and discrimination, expressed 
verbally and/or nonverbally) further undermine any remaining 
resources they may have, as does institutionalisation with its 
increased physical dependency and docility (McGee and Barker 
1982), and the double-bind effect, where the resources 
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possessed by the aged are seen as less valuable (than their 
true worth), unless otherwise proven (Dowd 1980). In addition, 
as spouse and friends die, the elderly would experience a 
smaller social network of age-peers, which consequently leads 
to "a decline in symmetrical relationships with social 
equals", and a "role reversal" with their own adult children 
(McGee and Barker 1982, p. 253). 
To rebalance their power position, Dowd (1975) proposes that 
the aged take one or more of the following active measures: 
(i) reduce (or completely withdraw from) investment in 
interactions; (ii) seek alternative sources of rewards; and 
(iii) form coalitions with others less powerful. In addition 
to these, the aged could also utilise such resources as 
compliance or esteem-giving, whenever they have very few 
resources of instrumental value (Dowd 1975, p. 590). 
The answer, therefore, to the initial question posed by Dowd 
as to why the elderly disengage 
may not be because it is mutually satisfying for 
themselves and society to do so but rather because in the 
exchange relation between the aged and society, society 
enjoys a distinct power advantage... as the costs of 
remaining engaged... steadily increase (Dowd 1975, p. 
591). 
This may further be sanctioned by the elderly themselves, who 
restrict their social life for fear of what their peers would 
say. Dowd (1980, p. 600) concludes that "even if the older 
person chooses to remain engaged in the mainstream of social 
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life... the age boundary would remain an obstacle", for two 
reasons, preference to exchange with age-partners who possess 
similar power-resources, and with those who mutually 
understand exchange rules (that is, have similar expectations 
concerning investment and rewards of exchange). This is not to 
say that the elderly do not engage with their families in 
exchanges based on deferred-reciprocity. Dowd (1975) believes 
that in the 20th century industrial society, mandatory 
retirement is the most obvious cause of decreased power 
resources and consequent lack of power; however, with higher 
levels of education and greater income security (through 
superannuation, pensions etc.) the elderly are likely to fare 
better in the future, as they will be able to continue 
possessing certain important power resources, which would 
enable them to remain more actively involved in our society. 
C. Gerontological Theories 
As a continuation of the discussion in the preceding section, 
and for completeness, an overview of the remaining principal 
theories of ageing is provided here. These should assist in 
placing the study outcomes in some perspective within the 
field of social gerontology. We already know that ageing can 
be viewed in the context of the social exchange theory, with 
its emphasis on the re-balancing of social resources and 
social power, when these tend to decline among the aged in 
our society. Another approach concerned with a "loss" (but 
possibly this is where the similarity ends) is disengagement 
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theory. At the other end of the spectrum, we have theories 
which view ageing as a continuation of the "normal" process of 
engagement; these include the theories of activity and 
continuity. The aim of this section is, therefore, to 
introduce the main approaches to the ageing process, and to 
offer some critical comments on these. 
1. disengagement theory 
The disengagement theory is based on the premise that the 
process of disengagement is a mutual one between the old and 
the society, and that it occurs "naturally" (where age itself 
is a cause of disengagement), as in growing old, individuals 
lose interest in the world and thereby increasingly become 
more interested in themselves. This approach has been proposed 
by Gumming and Henry (1961), who argue that the aged 
voluntarily withdraw from activities, social relationships and 
roles, having been encouraged by society to do so. Their 
premise is, therefore, a functionalist one, which is 
preoccupied with the notion that disengagement occurs with the 
ultimate aim of maintaining an equilibrium and avoiding 
societal disruption, where a progressive (or gradual) loss of 
social roles prepares individuals and society for the ultimate 
disengagement, namely death (Russell 1981). The disengagement 
theory posits that a complete change takes place (rather than 
a continuation) in the behaviour and lifestyle of the aged, 
and that this change is beneficial for both the individual and 
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the society (Bengtson and Dowd 1980-81). This suggests that 
the aged gradually forfeit their social roles and thereby 
resources for the good of the society. 
The above theory has been criticised for the following reasons 
(Rose 1964); firstly, that disengagement is not inevitable, as 
non-engagement in later life is simply a continuation of a 
life-long process characteristic of some individuals; 
secondly, that disengagement is not desired as the engaged 
elderly are more likely than the disengaged to be happy and to 
be satisfied with life (see activity theory); and thirdly, 
that within the context of the current social structure and 
social trends, elderly individuals are likely to remain in 
good health longer, and to attain economic security through 
social security payments or pension plans, both of which 
encourage continued engagement. 
Furthermore, Tallmer and Kutner (1969, p. 74) argue that 
it is not age which produces disengagement. . . but the 
impact of physical and social stress which may be 
expected to increase with age... i.e., failing health, 
loss of peers, death of relatives, and the general 
shrinking of the social world due to factors related to 
aging, that appear to produce the social withdrawal known 
as disengagement. 
Bennett and Ahammer (1977) refer to the disengagement theory 
as a "myth"; not only because they believe that inadequate 
evidence exists to support this theory, but also that 
individual differences and personality effects have more 
impact on disengagement than a biologically-based process. 
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2. activity theory 
According to the activity theory, the more active the elderly 
remain, the better they are likely to fare. This is contrary 
to the disengagement theory which asserts that disengagement 
is associated with positive feelings (Palmore 1968). The 
essence of the activity theory is that "there is a positive 
relationship between activity and life satisfaction and that 
the greater the role loss, the lower the life satisfaction" 
(Lemon, Bengtson and Peterson 1972, p. 511). Havighurst, 
Neugarten and Tobin (1968) suggest, therefore, that where 
relationships and roles are lost, substitutes are needed, as 
the elderly need these to maintain their activity. Some aged 
may in fact compensate for a reduction or disappearance of 
some activities, such as those of full-time employment, by 
increasing activities in other areas, including social 
contact/recreation (Palmore 1968). In so doing, they would be 
attempting to maintain or revamp their resources to remain 
actively involved. Within this framework, old age is seen as 
an extension of the previous life stages; however, the 
activity theory does not oppose the premise that social 
involvement declines with age (Lee 1985). 
In all, the activity theory appears most applicable to the 
healthy aged, however, and less so to the frail aged; this is 
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because the healthy are l ikely to maintain a s table plateau of 
ac t iv i ty and therefore social resources, whereas the i l l or 
d isabled may not be able to do so (Shannon 1984; Palmore 
1968). The ac t iv i ty theory was f i r s t proposed in the l a te 
f o r t i e s / e a r l y f i f t i e s (Cavan e t a l . 1949; Havinghurst and 
Albrecht 1953), but l a t e r was subject to numerous revisions 
(Knapp 1977) . 
The biggest problem with the ac t iv i ty theory i s in terms of 
i t s inherent s implici ty, as 
i t s c o n c e p t s and hypo theses a r e no t s u f f i c i e n t l y 
different ia ted to account for the complexities in the 
r e l a t i o n s h i p s between t h e s o c i a l i n t e r a c t i o n and 
adjustment v a r i a b l e s . . . [ i t ] does not suggest why 
d i f f e r e n t k inds of i n t e r a c t i o n . . . should have 
d i f fe ren t ia l consequences for the emotional well-being of 
older persons [where some interact ions are rewarding 
while others are not] (Lee 1985, pp. 23-24). 
3. continuity theory 
The focus of continuity theory is on the premise that 
participation by the aged in social roles and society is a 
form of adaptation (and potential growth), in that as 
individuals become old, they are predisposed toward 
maintaining a continuity of their habits, preferences, and so 
on (Covey 1981). This occurs as the aged tend to retain the 
personality traits of their younger years, and to adapt these, 
as well as their rewarding social roles, rather than to adopt 
new ones (Shannon 1984). Old age is, therefore, regarded as a 
congruent part of the normal life-cycle (where ageing is a 
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normal developmental process). However, "unlike the activity 
theory, the continuity theory does not assume that lost roles 
need to be replaced" (Atchley 1972). Within this context, 
institutionalisation, and the changes brought about in the 
lives of the aged as result of it, are part of the ageing 
process. 
A possible problem with the continuity theory is that it is 
too broad (and perhaps too complex) to be of value, as it 
incorporates the positive elements of major social theories on 
ageing, including the theories of personality and development 
(Covey 1981). 
4. a discussion 
It may appear that the theories of disengagement and activity, 
taken collectively, are complementary, especially when the 
disengagement theory is said to be applicable to some elderly 
(who find most satisfaction in disengaging), and the activity 
theory is applicable to others (who find most satisfaction in 
remaining active) (Bengtson and Dowd 1980-91; Palmore 1968, p. 
262). However, Dowd (1975, p. 584) argues that both approaches 
are "wanting empirically", while Knapp (1977) suggests that 
the two theories are not directly comparable, so that 
verification of one theory does not mean refutation of the 
other. 
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Lee (1985, p. 25), on the other hand, takes the view that 
...the consequences of network involvement for older 
people, particularly in terms of emotional adjustment, 
cannot be predicted from either activity or disengagement 
theory with sufficient accuracy or complexity to address 
the realities of social life in concrete situations or 
for specific individuals... [and] neither theory is 
designed to predict or explain network involvement 
itself. 
This criticism may also be aimed in part at the insufficiently 
developed, but widely encompassing, continuity theory; 
nevertheless, it appears to show more promise for explaining 
some of the complexities of the ageing process. 
Dowd (1975, p.585) further argues that even though both the 
activity and disengagement theories are concerned with the 
relationship between social interaction and life satisfaction, 
neither "attempts to offer anything but the most perfunctory 
of explanations for the decreased social interaction itself". 
The activity theory assumes that the decline is a consequence 
of ageing, whereas the disengagement theory proposes that it 
is an intrinsic part of the ageing process. As a result, Dowd 
(1975, 1980) suggests that this decrease in activity may be 
explained (not only with respect to such conditions as 
widowhood, failing health and lowered income, but also) in 
terms of the social exchange theory (outlined earlier in this 
chapter), where a decline in interaction (or social 
participation) is viewed in relation to changes in the 
structure of social relations, rather than be seen as an 
integral part of the ageing process. In other words, the 
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removal of the elderly from a power resource, disadvantages 
them in their social exchange relationships (or interactions) 
with others, which for some may lead to a withdrawal 
(especially when they find themselves at a power disadvantage/ 
dependency role (see Part B of this chapter). 
Lee (1984, pp. 31-32) comments that 
unlike disengagement theory, exchange theory does not 
posit that older persons must withdraw from social life 
in order to adjust successfully to the realities of 
aging... and unlike most versions of activity theory, 
exchange theory does not imply that social activity [or 
continued involvement] per se is a uniformly 'good thing' 
for older people... 
Also, Dowd (1975, p. 593) states that 
unlike both disengagement and activity theories, an 
exchange theory of aging predicts outcomes of variable 
interaction and level of engagement in old age depending 
upon the relative power of the individual older person or 
group of older persons vis-a-vis the source of the 
rewarding interaction... 
A serious limitation of the exchange approach has been 
recognised by Emerson (1972; Dowd 1975), who refers to the 
inability of social exchange to predict which power-balancing 
processes, of the four identified (that is, withdrawal, 
extension of power network, emergence of status, or coalition 
formation) are likely to be adopted by the elderly at any one 
time. This appears to indicate the insufficient development of 
this theory. 
As can be seen, the four main approaches identified and 
briefly discussed in this section provide a useful insight 
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into the various views taken by theorists and researchers on 
the ageing process, and of the place occupied by the elderly 
in our society. The critical comments aimed at each approach 
indicate that there is much more to learn about the elderly 
and their role relations. 
What of the future directions in the development of 
gerontological theories? Passuth and Bengtson (1988, p. 346) 
believe that "theorizing in the sociology of aging has lagged 
considerably behind theoretical developments in the field of 
sociology". The quest to develop multiperspective (or 
multidisciplinary) theories of ageing has met with several 
obstacles, the most critical being of the difficulty in 
combining sociological, psychological and biological 
approaches to the ageing process, when the "disciplines are 
not unified within themselves" (Passuth and Bengtson 1988, p. 
346). A more fruitful direction in gerontological theory 
development may be a contextual analysis of ageing, whereby 
the ageing process would be examined within the "larger 
social, political, and economic conditions of society" 
(Passuth and Bengtson 1988, p. 348); that is, the focus would 
be on political economy and social phenomenology. 
It should be interesting to see how the current study data 
relate to the approaches outlined; for a brief discussion, 
refer to the final chapter, which offers a general conclusion 
and recommendations. What we have learned so far is that 
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depending on the theoretical approach we adopt, the aged in an 
institutional setting may be expected to disengage from their 
activities (interactions) through choice or lack of resources, 
or they may continue their social activities through the 
retention or replacement of their resources. 
D. Conclusion 
The key elements identified in this chapter concern the 
measuring techniques of life quality (or well-being), the 
function of the social exchange process, and the comparative 
nature of the gerontological theories. The social exchange 
theory was shown to offer some understanding of the dynamics 
of social interactions (or social contacts), and as such was 
seen to be of some relevance to the quality of life 
assessment, and applicable as a gerontological theory. 
It has been demonstrated in this chapter that both subjective 
and objective measures have a role to play in the quality of 
life assessment, and that the former can be best conducted 
through a combination of global/domain techniques in relation 
to life satisfaction and happiness, or positive/negative 
affect. Accommodation and health have been identified as the 
domains likely to contribute to a positive well-being among 
the aged. 
The social exchange process has been shown to explain the 
relevance of social resources to the creation of benefits/ 
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rewards or costs/power imbalances, and to indicate how the 
aged are likely to fare, especially those who have limited or 
diminishing resources. It has been suggested that the aged, 
when not in possession of valuable instrumental resources, can 
rely on 'compliance' or other symbolic tokens of appreciation, 
or are expected to overbenefit, as a result of deferred 
reciprocity. 
The gerontological theories under review have been found to 
offer different interpretations of the 'engagement' and 
'disengagement' processes experienced by the aged. In all, the 
theories are not complementary to each other, and have been 
criticised for their limitations or inaccuracies; 
nevertheless, they offer some insight into the ageing process. 
It may be said that the early theories in social gerontology 
are too simplistic in their attempt to explain the ageing 
process with one variable; as such, a contextual analysis of 
ageing may provide a better understanding of the social 
aspects of ageing. 
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Chapter III.: Methodology 
The study described in this chapter is a cross-sectional one, 
which largely relies upon the respondents' self-perceptions 
of their life quality and social exchanges. 
A. Sample Selection 
The selection of respondents in each of the 10 participating 
nursing homes (see introductory chapter for a list of these) 
was conducted in the following manner. To begin with, the 
potential respondents were required to fulfil these criteria: 
(i) males to be 65 years of age and above, and females to be 
60 years of age and over (based on the 'accepted' retirement 
ages in our community, by which people are labelled as 
'elderly' or aged); 
(ii) all to have been resident in the participating public 
nursing homes for six months or longer, which would 
presumably mean that they were sufficiently familiar with 
their new environment to have developed an 'attitude' (or 
feelings) towards it (as supported by findings of Rodstein 
et al. 1976); 
(iii) all to be physically and psychologically well-enough 
(non-senile) to participate in a relatively lengthy 
interview; and 
(iv) all to be willing to be involved in the study (so as to 
fulfil the ethical study requirements). 
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The task of identifying those residents who were too 
physically disabled/ill, or were suffering from senile 
dementia, and as such were excluded from the study sample, was 
left to the medical and/or nursing staff of each participating 
institution. This sampling procedure should, therefore, be 
regarded as a non-probability type known as 'judgment' (or 
purposive), based on expert choice. In all, 211 residents were 
interviewed, or an estimated 9% of the total public nursing 
home population in Queensland. 
It needs to be noted, however, that these respondents possibly 
represent about 70% of the non-senile aged population in the 
participating institutions. (For more information on the 
senility in fellow residents, refer to the chapter on 
accommodation.) As such, the non-senile appear to be a 
minority in their respective nursing homes, which were 
observed to have large populations of senile dementia 
sufferers, often referred to as "wanderers", who exhibit a 
'deteriorated' personality, mood changes, hallucinations or 
delusions (Evans 1981). 
Among the respondents were representatives from metropolitan 
(54%) and country institutions (46%); from homes that were 
large (33%), or medium/small (67%); and ones that were 
old/renovated (35%), semi-new/modern (37%) or new (28%), 
located in such regions of Queensland as south-west, north-
west, north-east, and far-north. 
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Because the chosen respondents had been nursing home residents 
for s i x months or l o n g e r , i t needs t o be t aken i n t o 
cons idera t ion t h a t they would have a l ready been through a 
'na tura l ' (or a biological) process of pre-select ion, in that 
some of the sicker residents would have died within the f i r s t 
six months af ter admission, whereas the heal thier may have 
gone back into the community within th i s period of time. This 
means that the respondents may not be ref lect ing the a t t i tudes 
of a l l t h e n o n - s e n i l e r e s i d e n t s who have e n t e r e d t h e 
par t ic ipat ing nursing homes. 
B. Demographics of the Sample 
A summary of the principal demographic characteristics 
of the respondents is given as follows. 
1. sex, marital status, and age 
Two-thirds of the respondents were female (65%), and widowed 
(63%), with over a half of the latter being residents of 
metropolitan nursing homes. Of the remaining respondents, 
under a fifth (16%) were married, or had remained single (14%) 
(especially those in country homes), and even fewer (7%) were 
divorced/separated (Table 3.1). Males were twice as likely as 
females to have been divorced/separated, or never married, and 
three times more likely to have been married. Nevertheless, 
there were still slightly more widowers (35%) than the married 
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(31%) among the male respondents. Females, on the other hand, 
were mostly (78%) widows. 
Table 3.1 
Marital Status by Sex 
never married 
married 
divorced/separated 
widowed 
male 
% 
(n=74) 
23 
31 
11 
35 
female 
% 
(n=137) 
10 
8 
4 
78 
100 100 
X ', p < 0.001 
Q.: What is your marital status? 
Fifty-three per cent of the respondents were 80 years of age 
or older (Table 3.2), with exactly two-thirds of these having 
been widowed; no gender differences were noted here. However, 
country respondents were more likely (58%) than the 
metropolitan ones (49%) to have been in this older age 
category, despite the fact that country homes had fewer 
widowed respondents. 
2. socio-economic status 
Over a third (39%) of the respondents (all female) had been 
engaged in home duties rather than paid employment in the 
past; of the remainder, about a fifth (16%) had been in each 
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of the following occupational types- technical/trade, and 
unskilled/domestic duties; a tenth (10%) had been employed in 
transport/semi-skilled services, and nearly another tenth (7%) 
in clerical/sales positions. Only 2% of the respondents could 
be classified in the professional or managerial categories, 
and an equal number in teaching/nursing, or grazing/farming. 
A similar distribution was found for the occupations of the 
respondents' spouses, except for a lower home duties 
percentage due to the large number of females in the study. 
Table 3.2 
Age by Sex 
male 
% 
(n=74) 
15 * 
31 
51 
3 
female 
% 
(n=137) 
14 
28 
54 
4 
60-69 years old 
70-79 years old 
80+ years old 
uncertain 
~100 100 
ns. 
Q.: In what year were you born? 
(* Note: males under 65 years of age were not included 
in the study sample.) 
Nearly a third (28%) of the respondents' fathers had been 
graziers or farmers, and another third (27%) were technicians 
or tradesmen. Most of the remainder had been semi-skilled or 
unskilled workers, with over two-thirds (71%) of the 
respondents' mothers having been engaged in home duties. What 
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these figures appear to show in relation to the respondents' 
occupations is that fewer male respondents had followed their 
"father's footsteps" into farming and grazing, and fewer 
females had remained at home performing home duties only. 
It was also noticed that the metropolitan respondents were 
more likely than those from the country to have been in 
clerical/administrative/sales positions, and less likely to 
have performed unskilled/ domestic duties; no significant 
educational differences were observed here, however. 
Three-quarters (72%) of the respondents had primary education 
only, one-fifth (19%) had some form of lower secondary (either 
junior or intermediate), and 5% had matriculation, college or 
university education; gender differences were minimal. 
The majority (80%) of the respondents had to rely on a wage or 
a pension in the past, with only 18% having had business 
earnings; most of the latter were female. While at the nursing 
home, the number of respondents with business gains as their 
main source of income had declined by half, leaving the 
majority of the respondents (91%) dependent on the old-age or 
war pension. 
Almost two-thirds (61%) of the respondents described 
themselves as having been fairly well off in the past; a 
somewhat smaller number (57%) similarly rated their present 
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financial status. The rest, in both instances, mainly saw 
themselves as not having been well off (x», p < 0.001), as 
only 6% in the past, and 3% currently regarded themselves to 
have been very well off. Although in the past no significant 
gender differences were noted, this was not the case 
presently, as just over a half (51%) of males thought of 
themselves as not being currently well off, compared to only a 
third (31%) of females who did so. 
It is also interesting to mention that the metropolitan 
respondents (37%) were more likely to perceive themselves as 
not having been financially "very well off" in the past 
compared to those in the country areas (27%). Currently the 
situation has changed, as now the country respondents take the 
lead at 44%, compared to 33% of the metropolitan respondents 
who consider themselves as not being very well off (x', p < 
0.01). Perhaps this finding is in some way related to the 
place of birth, as more of the country respondents (89%), 
compared to the metropolitan ones (78%), were Australian-born. 
The reason the birth place may be relevant is because the 
Australian-born respondents were more likely to say they they 
had been fairly well off in the past (65%) than those born in 
the United Kingdom (46%) (x», p < 0.03). The reverse was true 
for the present, as only 55% of the Australian-born said that 
they were fairly well off, compared to 64% of the UK-born 
respondents who did so (x*, p < 0.03). 
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3. religiosity 
Sixty-nine per cent of the respondents stated that they had 
been religious in the past, and a similar number (64%) have 
continued to be so now. Of these, both in the past and 
presently, they were twice as likely to have been fairly 
religious rather than very religious; the rest regarded 
themselves as not religious. 
The country respondents were slightly more likely to have been 
very religious (26%) in the past, compared to the metropolitan 
ones (19%), but of the remainder, both were equally likely not 
to have been religious. In the present, no difference at all 
in religiosity was found between the metropolitan and country 
respondents. However, of the 13 respondents who said that they 
were without religion, 11 were from country nursing homes. 
In the past, 41% of males and 24% of females were not 
religious (x *, p < 0.03). Presently, the number who consider 
themselves as not religious has risen to 51% of males and 28% 
of females (x', p < 0.003). As can be seen, both in the past 
and currently, men were found to be less religious than women, 
and their numbers have increased with old age. (Similar 
results were obtained by Job 1984 in her study of Brisbane 
residents 80 years of age and older.) 
Interestingly, the divorced/separated (57%) and the never 
married (53%) were more likely than the others not to have 
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been religious, followed by the married (38%), and the widowed 
(29%) (X', p < 0.05). In the past, the divorced/separated 
(64%) were more likely to have thought of themselves as fairly 
religious; the others mainly have not changed. Overall, 
though, the figures for past and present religiosity are 
similar (x», p < 0.001). 
Half of the respondents (50%) who considered themselves very 
religious were seeing their church minister once or twice per 
week; also a third (32%) of the fairly religious (x', p < 
0.001) had weekly contact with the minister. 
A third (34%) of the respondents reported that they were 
members of the Church of England, a fifth (22%) of the Roman 
Catholic church, and most of the others belonged to a variety 
of Christian religions, with the exception of a few (6%) who 
considered themselves as having no religion; no significant 
metropolitan/country differences were found. Only one 
respondent was a non-Christian. 
4. ethnicity 
The majority (83%) of the respondents were Australian-born; of 
the remainder, 12% were born in the United Kingdom, and 3% in 
non-English speaking countries. The six respondents from a 
non-English speaking background assessed their knowledge of 
English as good; they were equally split between metropolitan 
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and country homes. Only one respondent spoke to a nursing home 
staff member in a language other than English. 
Half (49%) of the respondents' fathers were Australian-born; 
of the rest, over a third (39%) were born in the UK or other 
English-speaking countries, and 9% in non-English speaking 
countries. Similar outcomes were found for the birth places of 
the respondents' mothers, with the exception of there being a 
higher (54%) proportion of the Australian-born in this group. 
The country respondents were slightly more likely to have had 
Australian-born fathers and mothers. The majority of the 
respondents' parents who came from non-English speaking 
countries, did so from Germany, Sweden, or France. 
5. conclusion 
The most common characteristics among the respondents included 
being an Australian-born, widowed female, over 80 years of 
age, who had never been in full-time employment outside of her 
home, and whose formal education finished at primary school. 
The respondents' fathers and spouses were especially likely to 
have been tradesmen, or graziers/farmers, while the mothers 
performed home-duties; in most cases, both parents were 
Australian-born. The respondents had been and continue to be 
fairly religious, and are especially likely to be members of 
the Church of England congregation. Also, they tend to 
consider themselves, as they did in the past, to be 
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financially fairly well-off. Generally, metropolitan and 
country respondents were similar with respect to most of the 
above demographic characteristics. 
C. A Comparison of the Sample with Other Data 
To determine to what extent the study sample resembles other 
aged populations, appropriate comparisons were thought 
necessary. However, because there does not appear to be a 
single body of comprehensive and up-to-date data on the 
Queensland aged (particularly those in public institutions), 
relevant information was sought from three separate sources. 
As a result, the discussion offered here, even though it 
relies on various sources, provides an interesting range of 
comparisons. 
1. 1981 Queensland nursing homes census 
What appears to be the first and only census of Queensland's 
nursing homes (government and non-government) was conducted on 
30 September 1981 (Queensland Department of Health 1982). It 
provides certain data (even though not recent), which can be 
compared with the study sample. To begin with, there is some 
similarity in gender distribution between the two, in that 65% 
of the respondents in the current study were female, compared 
to 59% in the total government home population for Queensland. 
Also, there is some similarity in the age distribution, in 
that it was found that in the current study 14% were aged 60-
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69 years, 29% were 70-79 years, and 53% were 80 years and 
over; the figures for the total government population were 
18%, 36% and 46%, respectively. Furthermore, similarities were 
found in all the length of stay categories. 
However, differences were also noted in that in the study 
sample there were only half as many never married residents 
(14%) as in the total government nursing home population 
(33%); the opposite applies to the widowed, of whom there were 
63% in the current study, but only 40% in the total 
population. The difference could be accounted for by the fact 
that the total government nursing home population included 
those under 60 years of age, of whom a significant number were 
never married and only a small number were widowed. 
2. 1986 census of population and housing in Queensland 
A comparison of the study sample with the 1986 Census of 
Population and Housing for the Queensland population of the 
same age (institutionalised and non-institutionalised) has 
also revealed some similarities. For example, the gender 
distribution is almost the same for both. The current study 
included (without a conscious gender selection) 35% of males 
and 65% of females; the Census provides a breakdown comprising 
36% of males and 64% of females (Zlobicki 1988). Also, the 
study identifies 83% of the respondents as Australian-born and 
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17% as born in other countries, whereas the Census reveals 
this to be 79% and 21% respectively. 
However, differences were also found. In the study, over half 
of the aged (53%) were 80 years of age or older, whereas the 
Census shows that only 15% of those in the wider community 
were in this age category. Furthermore, in the study two-
thirds (63%) of the aged were widowed, whereas in the Census, 
only a third (31%) were so; the situation is reversed for the 
married. Such differences were expected, however, because 
nursing homes tend to attract those who are older and without 
spouses. 
3. 1988 overview of Queensland's total nursing home population 
A comparison of the study sample with Queensland's total 
nursing home population (which includes public and private 
nursing institutions) (Department of Community Services and 
Health 1988b) shows a disparity in gender distribution between 
the two, in that in the current study there were fewer females 
(65%) than in the total population (73%); possibly the reason 
for this is that the female to male ratio is significantly 
higher in private nursing homes (Queensland Department of 
Health 1982, p. 1). 
Also, some discrepancy was found in the ages of the residents, 
in that the respondents in the current study were not as old 
as those in the total population, 67% of whom were aged 80 
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years or over, compared to 53% in this age-category in the 
study sample. Again the difference may be due to the private 
nursing home sector, which appears to have older residents 
(Queensland Department of Health 1982). Furthermore, in the 
current study there were more widowed respondents (63%), but 
fewer married (16%), compared to the total population with 52% 
and 3 2% of these, respectively. 
Nevertheless, some similarities were also found, especially in 
the percentage of the residents choosing English as their 
preferred language, where 98% did so in the current study, 
compared to 97% in the total population. This is not 
surprising, as both data have shown that 5% of the respondents 
were non-Australian/British-born. Also, the current study and 
the total population reveal very similar length of 
(residential) stay percentages, as for example, those under 12 
months comprised 23% in the current study, and 24% of the 
total population. 
4. conclusion 
Overall, it appears that the demographics of the study sample 
compare favourably with those of the populations considered. 
Based on these comparisons, it seems that Queensland's typical 
nursing home residents are Australian-born widows, aged 80 
years or above. 
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D. Suirvey Instrument 
An interviewer-administered, structured questionnaire, 
comprising 240 questions, was used for data collection. A 
pilot study at a private nursing home was initially conducted 
to test the questionnaire for clarity, ease of use, and 
reaction of the respondents. Eleven interviewers were 
recruited to assist in the study; six of these were from 
Brisbane, and the rest from country towns where the research 
was conducted. The interviewers were female, mostly former 
teachers or nurses, who were relatively young (aged in their 
20s/30s), or middle-aged. Prior to going into the field, the 
interviewers received training in questionnaire administration 
and in dealing with elderly respondents in a nursing home 
environment. This was done to ensure uniformity in the way 
interviewers approached the respondents, and to control 
interviewer-related confounding effects. 
Much attention was given to the ethical considerations of the 
study. To ensure that the potential respondents understood the 
purpose and confidentiality of the study, a consent form was 
prepared (see Appendix A), which the nursing home residents 
were required to sign prior to their interviews. Their 
signatures were witnessed by nursing home staff. Once signed, 
the forms were retained by the participating institutions. 
The questionnaire was made up of closed and open-ended 
questions, which were arranged in six sections or "life 
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domains", each of which had a past and a present component. In 
this way, the past and present questions mostly mirrowed each 
other within every section. The main domains were 
accommodation, social contact, health, recreation, life/self 
perception, and demographics. These domains are believed to be 
the principal aspects of the respondents' personal (and 
everyday) life (see also literature review chapter). 
For the open-ended questions, the interviewers recorded 
(whenever possible and practical) the word by word responses 
of the interviewees. This meant that no interpretation of the 
responses was made at the time of the interview, and that at 
the data coding time, the responses could easily be 
understood and appropriately coded. Eventually, the most 
frequently used phrases became codes for the open-ended 
results (see Appendix B). 
Initially, a longitudinal study was considered, however, due 
to such factors as the high turnover rate of nursing home 
residents, uncertainty as to which of the community-based aged 
would end up in institutional care, and limited study 
resources, it was decided to incorporate the 'past' and 
'present' time-frames into the questionnaire. In so doing, the 
two sets of responses, one reflecting the respondents' past 
(pre-admission) experiences, and the other, their present 
nursing home lifestyles, could be compared to see what changes 
may have occurred (or were perceived to have occurred) over 
time in life quality and social exchanges. 
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The duration of the interviews ranged from one to four hours, 
depending on the speed with which the residents were able to 
respond to the questions. On numerous occasions, however, 
interviews needed to be divided into two, four or more 
sessions, especially when respondents became tired or did not 
feel well enough to cope with more than about 15 minutes of 
interviewing at a time. Sometimes, interviewers had to return 
up to seven times to complete each interview. Some interviews 
were conducted under difficult conditions, especially when the 
respondents had hearing and/or speech problems. 
Most respondents preferred to be interviewed in the place they 
were met by the interviewer, whether it was in their room, 
dining hall, porch/verandah, or garden. Some requested that 
the interviews take place in a private area, away from other 
residents and staff. Often questions about their past and 
'significant others' prompted the respondents to show the 
interviewer such items as family photographs, gifts, and other 
memorabilia, and to recount their war experiences or early 
pioneering days. Some respondents were so delighted that 
someone came to speak to them that they wanted to take the 
opportunity to talk about matters not related to the 
interview. 
Overall, most of the residents were keen to take part in the 
study, even though a few were worried that they would not be 
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able to answer some questions. A small number of the 
respondents refused to be interviewed because they felt 
unwell, or were too frightened (or undecided) to sign the 
consent form. Strain and Chappell (1982a, p. 528) also report 
that some of their respondents found the signing of a consent 
form a stressful experience, especially those who believed that 
"they were signing over their pension checks". 
E. Life Quality and Social Exchange Measures 
The questionnaire contained a number of subjective measures of 
life quality (or well-being), structured on those developed by 
Gurin et al. (1960), Bradburn (1969), Campbell et al. (1976), 
and Andrews and Withey (1976) (see chapter on literature 
review) , but modified or simplified in a way to be most 
suitable for the current study. 
Because 'satisfaction' and 'happiness' are believed to carry 
different meanings (as defined by Campbell et al.), where the 
former has a cognitive-orientation, and the latter implies a 
transitory mood, both measures were used for the global 
assessment of life quality, and for a similar assessment of 
life domains. At the global (or life-as-a-whole) level, 
referred to in the data chapters as "life satisfaction/ 
general happiness", the following questions were asked: How 
satisfied had you been with your life when you were at your 
usual place of residence? (Appendix A- Q. 64- past); How 
satisfied are you with your life as a whole at the moment? 
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(Appendix A- Q. 73-, present); How happy did you feel when you 
were at your usual place of residence? (Appendix A- Q. 65-
past); How happy do you usually feel these days? (Appendix A-
Q. 75- present). All of these questions were close-ended, 
based on a three-point scale, namely, very satisfied, fairly 
satisfied, not satisfied, or very happy, fairly happy, not 
happy. To further qualify (or explain) their responses, the 
interviewees were asked to identify factors that made them 
satisfied/happy; these latter were open-ended questions. 
In addition, ten questions were included which offered 'polar' 
adjectives (see Appendix A- Qs 86-95), whereby the respondents 
were encouraged to choose the term that they believed best 
described their present life; for example: Is life now boring 
or interesting? Is life now enjoyable or miserable? (This 
series of questions, but with multiple scales, was also used 
by Campbell et al. 1976 , and Andrews and Withey 1976 in 
their respective studies; Campbell et al. referred to these 
questions as positive and negative affect measures. For an 
explanation of the origin of these measures, refer to Chapter 
IX on life perception, which provides a summary of results 
pertaining to global satisfaction/happiness, domain 
satisfaction/happiness, and related factors.) 
At the life domain level, the respondents were asked to 
express their satisfaction/happiness towards their 
accommodation, and family/friends, for example, through such 
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questions as: How satisfied were you with your usual place of 
residence? (Appendix A- Q4- past); How satisfied are you with 
being at this nursing home? (Appendix A- Q15- present). How 
happy were you with the number of times you had contact with 
your family when you were at your usual place of residence? 
(Appendix A- Q28- past); How happy are you with the number of 
times that you have contact with your family? (Appendix A- Q. 
42- present). 
Negative questions were also included (in accordance with the 
approaches proposed by Cantril 1965 and Bradburn 1969), so 
that both the positive and negative feelings of the 
respondents could be measured, as these were thought to exist 
independently of each other (refer to the literature review 
chapter); for example: Is there anything that worries you 
about being at this nursing home? (Appendix A- Qs 24-25), What 
kinds of things about your life these days make you feel 
frightened or worried? (Appendix A- Q97- present), as well as 
questions on the death wish, pain, illness, sadness, 
loneliness, aloneness, and so on. The objective quality of 
life measures comprised such factors as the number of 
children, income status, and other demographics. 
It must be acknowledged, however, that due to the 
simplification of the life quality measures (through the use 
of three-point scales rather than seven-point, or fewer life 
domains, than had been implemented by Campbell et al. 1976 or 
Andrews and Withey 1976, for example) some degree of 
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discrimination is likely to have been lost in the current 
study. Furthermore, the actual use of subjective measures for 
quality of life evaluation may also be questioned. In fact, 
Bradburn (1969) identifies two areas of distrust (or possible 
error) concerning self-perceptions: (i) that individuals 
cannot tell the truth, and (ii) that they will not tell the 
truth, when a socially acceptable response may be preferred. 
Other errors may result from the questions asked, the 
interview situation, and how accurately and consistently the 
respondents are able to judge their states of well-being 
(Atkinson 1982). Overall, however, Bradburn (p. 73) suggests 
that 
in the aggregate, the errors tend to cancel one another 
out, so statements based on the responses from many 
individuals are not, on the whole, strongly affected by 
unreliability. 
Campbell et al. (1976, p. 95), on the other hand, argue that 
the use of life domains together with the global assessment of 
well-being adds to the reliability where 
global reports of a sense of well-being can be 
meaningfully seen as a composite of feelings of 
satisfaction or dissatisfaction with a variety of more 
specific [and reliable] domains of life. 
In the current study, the social exchange measures were 
concerned with the frequency/closeness of social contact, 
dependency/help-giving/ receiving roles (or support networks/ 
reciprocity), factors of importance in life (that is, valuable 
resources), significant others (or social/emotional networks). 
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trust, source/value of information, and so on (as explained 
in the literature review chapter); examples of these in the 
questionnaire are as follows: If you had a problem now, to 
whom would you turn for help? (Appendix A- Q. 48- present); 
Who is likely to turn to you for help now? (Appendix A- Q. 49-
present); What in life was important to you, when you were at 
your usual place of residence? (Appendix A- Q72- past); 
Explain what makes people important to you? (Appendix A- Q52-
present); Do you think you are important to others? (Appendix 
A- Q54- present); Why do you think that you can trust others? 
(Appendix A- Q. 100- present); How dependent do you feel on 
others now? (Appendix A- Q. 83- present); How dependent are 
others on you now? (Appendix A- Q. 84- present); How do you 
usually hear about any changes or happenings which take place 
within this nursing home? (Appendix A- Q. 21- present). 
Also, such objective measures as marital status, club 
membership, number of significant others, and other 
demographics, were similarly important in the assessment of 
resources held by the respondents, and their opportunity for 
interaction with others. Overall, the aim of these questions 
was to identify with whom the respondents were likely to enter 
into exchange relationships, their dependency levels, self-
worth, likely new relationships, changes in their support 
networks and in important (or valuable) resources. The social 
exchange measures were limited, however, by the scope of the 
study in that only residents were interviewed, but not their 
significant others, which meant that social network plotting 
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could not be done to determine with accuracy the size of the 
respondents' networks, their position within these networks, 
and so on. 
F. Data Analysis and Presentation 
The SAS personal computer package was used for data analysis; 
the statistical procedures implemented for testing the 
significance or strength of relationships relevant to the 
study included chi-square (x') for nominal data, and Kendall 
Tau B for ordinal data. For the purpose of analysing a number 
of variables together, ordinary least-squares regression 
analysis was incorporated with the other measures. This 
multivariate procedure was used to identify the most important 
predictors of life quality. In addition, a health index was 
created based on selected items (see Appendix A- Qs 123-172) 
of the well-validated Sickness Impact Profile (Gilson et al. 
1975), and the Derogatis (1977) symptom check list. 
For ease of reference, and to indicate frequencies (including 
percentages) to the questions asked, the study's code book 
(based on a modified version of the questionnaire) is provided 
in Appendix B. In all, 581 variables were analysed. 
In the data chapters, the study results are discussed, 
whenever appropriate, with reference to the respondents' 
gender, marital status, and metropolitan/country locality. 
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These standard features have been included in view of their 
usefulness for policy-setting, as they are likely to aid in 
the identification of special needs (or care) that may exist, 
depending on whether the respondents are in metropolitan or 
country homes, whether they are males or females, and whether 
they are married or single. According to the Queensland 
Department of Health (1981, p. 53), the primary aim of nursing 
homes is 
that appropriate care is given to those elderly people 
who can no longer be maintained outside of an institution 
[and]...that this care should be offered in such a way to 
ensure that maximum independence is retained... 
The discussion of the study results is incorporated into the 
chapters that follow in the order of the life domains in the 
questionnaire, with the chapter on accommodation being 
followed by ones on social contacts, then health, and so on. 
The presentation of the study results commences with a chapter 
which gives an overview of two typical residents. The chapter 
on data and theory (Chapter X) examines the study hypothesis, 
and discusses the results in terms of positive/negative 
aspects of life quality, and the social exchange process. An 
overview of significant results and their usefulness is 
presented in the final chapter. 
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CHAPTER IV.: Two Typical Residents- Past and Present 
To understand the social, environmental, physical and 
emotional changes experienced by the residents in moving from 
their pre-nursing care community situation to their current 
nursing home location, a number of factors need to be 
considered. Initially, we need to understand the respondents' 
lifestyles prior to their nursing home admission. This 
information should then provide a basis for comparison with 
the respondents' self-assessed life at the nursing home. For 
this purpose, the following five chapters concentrate on the 
respondents' main life domains. Each of the chapters discusses 
the principal issues concerned with all of the following, 
namely, accommodation, social contacts, health, recreation and 
life/self perception. Overall, the aim is to enable the 
evaluation of the respondents' quality of life, and their 
social exchanges. 
For a more comprehensive understanding of the respondents and 
their lifestyles, gender similarities and differences are 
identified; these provide an indication of the common needs of 
the respondents, as well as their special needs (or 
preferences). Any significant disparities between respondents 
from metropolitan and country nursing homes are also 
indicated so that any advantages or disadvantages associated 
with the geographical location of their nursing institutions 
may be identified. 
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A. Two Typical Residents 
Before a detailed discussion of the quantitative survey data 
is provided, it is thought useful to place the study in 
context by giving a brief description of two typical 
residents. These residents are typical only within the 
sampling guidelines of the study. They would not be typical of 
nursing home residents as a whole, the majority of whom, it 
has been observed, are suffering from some form of dementia. 
Mrs G. has been selected as the first (or primary) case 
because of the predominance of females in nursing homes; Mr P. 
is the second case, who as a male, represents a third of the 
nursing home residents under study. These cases are not life 
accounts of any two individuals in the study, but rather are 
based on the predominant characteristics of the respondents. 
B. Case 1: A Female 
1. pre-nursing home years 
Mrs G. was born at the end of the last century. Her childhood 
was spent on a farm, which her father worked, while her mother 
looked after the home. Both her parents were Australian-born, 
like herself, and were members of the Church of England 
congregation. 
She had been a housewife throughout her marriage, during which 
time she had to look after her children, and a husband who was 
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a skilled manual worker. Mrs G. described her family as having 
been fairly-well off. Before marriage, she worked as a 
domestic for a wealthy family, after having only completed 
the first few grades of primary school. 
Mrs G. had lived for most of her married life in a house built 
by her husband. It was located in the same city as the nursing 
home. She was very satisfied with her home, because a) she 
had lived there for many years with her husband and three 
children, and b) it was her own place, which she said made her 
feel proud. 
She spent her spare time mainly on having a 'yarn' with 
others, and by going on family outings or shopping. She had a 
wide circle of friends of whom a few she felt were very close 
to her, particularly her neighbours. The remainder of her time 
she devoted to household chores and knitting or crochet. She 
never felt dependent on others, nor did she believe that 
others were dependent on her; the only time she thought that 
a dependency relationship existed was when her children were 
small. 
She was not a member of any social or sporting clubs, although 
she had the opportunity to join her local church group, and 
the Country Women's Association (C.W.A.). The thought of being 
actively involved in a club did not appeal to her. This was 
despite the fact that her health was generally good. 
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In all, Mrs G. considered herself to have been very happy and 
satisfied with her pre-nursing home life, particularly as she 
had her family nearby, and a house of her own with a garden 
and pets. No death wish had ever entered her mind. She had her 
family, whom she considered, above all else, to be important 
to her. 
2. transitional years 
When her husband died some time ago, she found herself living 
alone in the family home. By that stage her children had 
married and moved into their own homes. Her family network 
increased, though, as she also had grandchildren. She was 
seeing at least one of her family members every day. In 
addition, she would telephone them, whenever she needed to. 
She also had daily chats with her neighbours, who were her 
good friends. 
When Mrs G.'s health began to deteriorate, she found herself 
in and out of hospital. Eventually, her doctor referred her to 
a nursing home. She went there directly from her last hospital 
stay. Mrs G. reported she did not mind going into 
institutional care as she knew that she had no other choice. 
No one was available to look after her at home, and none of 
her children had enough free time or a spare room to take 
her in. 
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By this time, she needed to take her medication a few times a 
day, and she was suffering from a number of health ailments, 
including cardiac, renal and arthritic problems, 
sleeplessness, and anxiety. She also had poor memory, her 
concentration was not very good, she felt pain in the spine, 
and many of her joints were inflamed. As a result, she had 
difficulty with performing such basic daily activities as 
walking, standing up, sitting down, dressing, personal 
hygiene, and so on. According to Mrs G. , her children were 
particularly fearful that she would fall and seriously injure 
herself. She had already had a fall which resulted in a 
fracture. 
3. nursing home years 
It has been five years now since Mrs G. entered a nursing 
institution. In that time she has had the opportunity to get 
to know her new home. Her current impression is that she is 
very satisfied with the accommodation, because she likes 
everything about the home, including the staff, meals, and 
care given to her. Nevertheless, she continues to miss her 
family and her own home. 
Mrs G. is especially very happy with her room, which she 
shares with three female residents. She likes her roommates 
and believes that she would be lonely without them. She is 
also pleased that her room is close to the toilet and the 
dining room, as this makes walking less of an effort for her. 
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However, if she were offered a single room, she would not 
really mind as it would give her more privacy, as well as more 
peace and quiet. She would be able to talk with greater ease 
about personal matters to her visitors, and would be able to 
have everything there her own way. 
Mrs G. does not usually know about any happenings or changes 
taking place at the nursing home. But then, she prefers to 
mind her own business, unless something directly affects her. 
Presently, there is nothing that she particularly dislikes 
about the nursing home. 
Mrs G. no longer sees her children/other relatives as 
frequently as she did in the past when she was still living in 
her own home. Now she has about one visit per week. Even so, 
she reports being very happy with the frequency of these 
visits, as she believes that she cannot expect her family to 
come more often. She also continues to have telephone contact 
with them about once per week. Because she does not have a 
telephone by her bedside, she states that it would be too much 
of an effort for her to use the telephone more times. 
Her contact with her friends is getting less frequent, now 
that she no longer lives next door to them. She knows that her 
friends are old themselves, so a trip to the nursing home 
would not be easy for them. Mrs G. is not accustomed to 
telephoning her friends on a regular basis, as there was never 
such a need in the past, so she does not do so now. However, 
80 
she appreciates any visits she receives from her friends, even 
though she no longer feels as close to them as she did in the 
past. Being fairly religious, she also likes seeing her 
church minister once per fortnight. 
Mrs G. believes that the closest people to her now are her 
children; nevertheless, she considers that her grandchildren 
and daughter-in-law have also been good to her. If she were to 
have any problems, her children are the ones she would turn to 
for help. They are more important to her than "anyone or 
anything else in the world". Of the nursing staff, the sister-
in-charge is the only person she would consider asking for 
assistance about anything important. No one, not even her 
children, turn to Mrs G. for help, however. 
Mrs G.'s current health is fairly good. She continues to be 
suffering from a number of illnesses. Her legs are giving her 
the most pain. She believes that the biggest change in her 
later life occurred due to a partial loss of mobility. 
Although as yet she does not need a wheel chair or a walking 
stick, she can only walk short distances. 
From time to time she feel depressed, although she does not 
really know why. Also her memory is not as good as it used to 
be. These days she worries a lot about the welfare of her 
children, and often thinks about the past. Financially, she 
still considers herself to be fairly well off. 
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Now that she has a lot of spare time, most of the day in fact, 
she tries to occupy herself by watching television, or 
listening to the radio. She also plays bingo and card games at 
the nursing home, and does some Icnitting and crochet, whenever 
her eyes are not too sore. She particularly likes to 
participate in singalongs and concerts which are organised at 
the home. She gets on well with the other residents, many of 
whom she finds nice and friendly. As a result, she enjoys 
spending her time with them. 
Although from time to time she visits her children in their 
own homes, mostly her children come to visit her. They spend 
their time talking with her, so that Mrs G. is able to catch 
up on family news. When her friends come she has a good chat 
with them as well. 
Overall, Mrs G. is fairly happy and satisfied with her life. 
She believes in making the best of what she has. No death wish 
ever enters her thoughts, despite feelings that she has no 
future. She assumes that nothing is likely to change in her 
life as time progresses. She thinks positively about herself, 
believing that she is important to her family. She describes 
herself as friendly, respectable, and satisfied. At the same 
time, she recognizes that she is fairly dependent on others, 
now that she is at the nursing home. Other than her children 
and grandchildren, she has no family members residing within 
driving distance of the nursing home. 
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B. Case 2: A Male 
1. pre-nursing home years 
Mr P. has a similar background to that of Mrs G.'s. He was 
born in Australia of Australian parents at the beginning of 
this century. His father was a tradesman, and his mother a 
housewife. After completing a few years of primary school, he 
followed his father into the trade. 
Not long after he married, he moved into his own house, 
located in an inner suburb of the town where the nursing home 
is situated. He had always been very satisfied with his home, 
particularly as it was his own place and he had everything he 
needed there. This, together with his job, meant that he had 
all that he believed was important to him. 
His wife was mainly at home looking after their children. 
However, sometimes to supplement the family income, she worked 
as a domestic. Overall, he believed the family was fairly well 
off. 
Mr P. enjoyed spending his spare time at the local pub or the 
races. In his younger days, he played sport, as his health was 
always very good. As time went by, he preferred watching 
television, and doing small repairs around the house. 
Sometimes he went on family outings. 
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He was never one to join clubs or organisations, except for 
being a member of his union at work. As he got older, one of 
his friend tried to talk him into joining the local bowls 
club. Even though the thought of being actively involved in 
something like this appealed to him, eventually he decided 
that bowls were not for him. 
He never had a wish to die as he found life very happy and 
very satisfying. Although he was not very religious, he 
identified himself as a member of the Anglican church. 
His two children, who were no longer living with him, and a 
couple of his friends usually came to see him and his wife at 
least once per week. Even so, he continued to be independent 
of others. He never used the telephone to contact his family 
or friends, as such matters he left for his wife to deal 
with. 
Although he was very close to his children, he had not 
developed close emotional ties with his friends. Whenever he 
had a problem, he tried to solve it himself, without turning 
to others. Even so, family members would sometimes come to him 
for help. 
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2. transitional years 
When his wife died, and his health deteriorated, he found that 
he could no longer look after himself. Subsequently, Mr P.'s 
son arranged for him to go into a nursing home. Mr P. accepted 
the decision as he believed that there was no other way. He 
needed continuous care which apparently his children could not 
provide. 
Mr P.'s main health complaints included sleeplessness, heart, 
respiratory, vision, and hearing problems, as well as 
depression, ever since his wife's death. He sometimes felt 
very lonely, and was not able to cope well with the everyday 
tasks of caring for himself, such as keeping himself clean, 
fed, and on medication. Mr P. became more disoriented and 
forgetful as weeks went by, which he said made his son 
particularly worried. 
3. nursing home years 
It has been over 12 months now since his admission into the 
nursing home. Although at first he was not entirely happy with 
being at the home, as the weeks went by he got more used to 
the routine of the new place. He is now fairly happy with the 
home, even though sometimes he does not like the meals offered 
to him. 
Mr P. finds his room especially to his liking, as he thinks 
that it is comfortable, and delights in talking to the man 
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with whom he shares. He reports that he would not enjoy being 
in a single-room. 
When it comes to activities or changes at the nursing home, Mr 
P. feels he is well informed by the staff. Although such 
information is not that important to him, nevertheless he 
thinks it is pleasurable to discuss matters of the day with 
the nurses. 
At the moment, the people most important and closest to him 
are his children. He continues to see them once per week, 
which makes him very happy. As yet, he has not received a 
visit from his friends. Apart from his children, no other 
family members are alive. Mr P. does not consider himself 
religious now, so he prefers not to receive visits from the 
church minister. 
He believes that in time of need, he would turn to his 
children for help, even though they no longer seek his 
assistance. He usually has a chat with his children when they 
come to see him, as they rarely take him for visits into their 
homes. If he ever needed help at the nursing home, he would 
turn to the sister-in-charge, as he thinks that she would know 
best what to do. No one at the nursing home has turned to him 
for "anything" as yet. 
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Mr P. finds the other residents "OK". The only change he would 
like to see at the nursing home is to have nicer meals, with 
more variety in the dishes served. On the whole, he is fairly 
satisfied with his life, having no real reason to complain. In 
fact he wants to live as long as possible, despite of, or 
perhaps because of, his belief that the future will remain the 
same as now. 
His health is fairly good at present, which means that he 
rarely experiences pain or any feelings of ill health. 
Overall, his health problems appear to be well under control. 
He also considers himself in an adequate financial state. 
Mr P. believes his life changed the most ever since his health 
declined to the extent that he needed nursing care, which 
meant new rules, people telling him what to do, and being more 
dependent on others. He identifies his family and good health 
as being especially important to him now. He describes himself 
as an ordinary, honest man. 
Since he has been at the nursing home, Mr P. has had more 
spare time than was the case in the past. To occupy himself, 
he talks, rests, sleeps, observes others, and takes part in 
group activities, such as card games and bus trips. He also 
watches television and listens to the radio every day. 
Although he does not like all of the recreational activities 
offered to him, he says that he would not really like anything 
altered, as without these activities he would easily be bored. 
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He enjoys spending time with the other residents, especially 
talking to them; in fact, he says that there are no other 
people he would rather be with. 
D. Conclusion 
In reality, many more similarities (rather than differences) 
appear to exist between male and female respondents; these in 
turn, i t is believed, resemble the gender similarities in 
public nursing home residents as a whole in Queensland. The 
most obvious similari t ies are in the socio-economic 
backgrounds of the respondents, such as their origin, 
education, family l i f e , financial s tatus, spare time 
activities, significant others, religion, and interests. The 
following chapters deal in detail with all of the above. 
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Chapter V.: Accommodation- Past and Present 
The case studies of Mrs G. and Mr P. illustrate the changes 
of lifestyle experienced by public nursing home residents as 
they shift from their past accommodation and familiar 
surroundings, to institutional care and unfamiliar routines. 
The cases also serve to emphasise how males and females 
compare in terms of background, attitudes, needs, and 
preferences. 
One of the most important and central of all changes the 
respondents in this study had to experience in their later 
life was a change in accommodation, namely a move into a 
particular type of institutional setting. In the following 
chapters, the data relating to a wider range of the 
respondents' life experiences will, consequently, be 
considered. 
We begin with a comprehensive evaluation of past and present 
accommodation, particularly in terms of its importance to the 
respondents, and significance to the overall study of life 
domains. The events that lead to a nursing home admission need 
to be identified for any indication of positive or negative 
reactions from the respondents, and for their bearing upon 
the respondents' present circumstances. 
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A. Pre-Nursing Home Years 
1. type of past accommodation 
Over seventy per cent of the respondents, both male and 
female, reported that they had been home owners at some stage 
prior to their nursing home admission (Table 5.1). This figure 
is very much in keeping with the comprehensive Older People at 
Home study (ACOTA 1985) which showed that 76% of the aged in 
Melbourne and Adelaide were living in their own homes. 
For many respondents, their own home was the place to which 
they moved after marriage, and where they said their children 
were raised. The single were more likely to have been renting 
their accommodation, which ranged from being a rented house or 
a flat, to a boarding house or a rented room (Table 5.2). A 
few of the remaining respondents (9%) had been sharing their 
accommodation with others, particularly their friends or 
siblings, and sometimes children. 
A detached family house in the city or a country town was the 
norm for the home owners; only two respondents were found to 
have lived in a unit of a high-rise building. Also, very few 
respondents had been living on a farm. Just over a half of the 
respondents (54%) had made Brisbane their usual place of 
residence. The remainder had been living in Queensland's 
country towns. 
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Table 5.1 
Past Accommodation by Sex 
own house/i init /farm 
rented house/flat/room/boarding 
granny flat/other 
male 
% 
(n=74) 
72 
21 
7 
female 
% 
(n=137) 
74 
16 
10 
100 100 
ns. 
Q.: What was your usual place of residence? 
Table 5.2 
Past Accommodation by Marital Status 
own house/unit/farm 
rented house/flat/ 
room/boarding 
granny flat/other 
never 
married 
% 
(n=30) 
43 
30 
27 
100 
married 
% 
(n=34) 
85 
12 
3 
100 
divorced/ 
separated 
% 
(n=14) 
57 
36 
7 
100 
X ', p < 0.001 
widowed 
% 
(n=133) 
78 
15 
7 
100 
Q.: What was your usual place of residence? 
2. level of past satisfaction 
The level of satisfaction with past accommodation (that is, 
the respondents' 'usual place of residence') appears to have 
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been a function of property ownership, as most respondents 
(79%) who reported having been very satisfied with their 
accommodation had been living in their own homes; the least 
satisfied were the renters. In fact, 86% of the home owners 
had been very satisfied with their past accommodation, 
compared to only 58% of the renters who had felt similarly 
satisfied (Table 5.3). However, because of the high proportion 
of home owners in the study, it is not surprising that the 
majority of the respondents had reported being very satisfied 
with their past accommodation. 
Table 5.3 
Satisfaction with Past Accommodation by Accommodation Type 
very satisfied 
fairly satisfied 
not satisfied 
own house/ 
unit/farm 
% 
(n=154) 
86 
12 
2 
rented 
ace. 
% 
(n=38) 
58 
34 
8 
granny 
flat/other 
% 
(n=19) 
68 
32 
0 
100 100 100 
ns. 
Q. : How satisfied were you with your usual place of 
residence? 
Home owners of both sexes stated that they had been satisfied 
with their past accommodation, because it was a place that 
had belonged to them. Females also stated that they felt 
satisfied because their spouse and children had been living 
there, and that this was the home in which they had spent most 
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or all of their married life. Some males added that they had 
everything there. It is apparent, therefore, that the 
respondents had specific reasons for having been satisfied 
with their previous accommodation; these reasons seemed 
predominately connected to home ownership and family ties. 
Under such circumstances, the move into institutional care 
(which for many meant leaving behind the "family" home) could 
be expected to lead to a lessening in satisfaction with the 
new accommodation. 
The totally dissatisfied residents had objected to sharing 
their past accommodation with individuals they could not get 
along, such as an unmarried child, or had "their hearts set" 
on being elsewhere (such as living with family or a particular 
friend). Of all the respondents, the least satisfied were the 
divorced/separated (Table 5.4). 
Table 5.4 
Satisfaction with Past Accommodation by Marital Status 
very satisfied 
fairly satisfied 
not satisfied 
never 
married 
% 
(n=30) 
70 
27 
3 
married 
% 
(n=34) 
79 
IS 
3 
divorced/ 
separated 
% 
(n=14) 
50 
36 
14 
widowed 
% 
(n=133) 
84 
14 
2 
100 100 100 100 
ns. 
Q. : How satisfied were you with your usual place of 
residence? 
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The majority (80%) of the respondents who had been very 
satisfied with their past accommodation had also been very 
satisfied with their past life in general, (Tau B=.43, p < 
0.0001), and most reported having felt generally happy in the 
past (Tau B=.35, p < 0.0001). 
Furthermore, satisfaction with past accommodation was found to 
correlate with the frequency of past family contact (Tau 
B=.ll, p < 0.09), in that those very satisfied mostly had 
daily or weekly contact, whereas the dissatisfied were more 
likely to have had less frequent contact. No such relationship 
was found between past satisfaction with accommodation and 
past frequency of friend contact. 
B. Transitional Years 
1. immediate pre-nursing accommodation 
One question sought information from the respondents about 
where they came from immediately prior to their current 
institutional care. It was found that the majority of the 
respondents came either from their own home or from a 
hospital. 
Females (40%) had a greater tendency than males (27%) to have 
come directly from a hospital into the nursing institution; 
males (34%), on the other hand, were slightly more likely than 
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females (29%) to have been admitted from their own homes 
(Table 5.5). Only a few respondents came into nursing care 
from a hostel for the aged (3%) or another nursing home (8%). 
Overall, a third (35%) of the respondents entered a nursing 
home from a hospital, and another third (31%) from their own 
homes. 
Perhaps males were more likely than females to have come into 
nursing care from their homes because they had wives ready to 
assist, or a helper at a rented accommodation, prepared to 
looked after them. In fact, this study has shown that a third 
of the male respondents (31%) were still married while at the 
nursing home, compared to under a tenth of the females (8%) 
who were married. 
Table 5.5 
Immediate Pre-Nursing Home Accommodation by Sex 
own house/unit/farm 
rented house/flat/room/boarding 
hospital 
other nursing home 
hostel for the aged 
granny flat/other 
X ', p < 0.05 
Q.: From where did you come directly into this nursing home? 
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male 
% 
(n=74) 
34 
20 
27 
10 
1 
8 
100 
• » »^ ^ n 
female 
% 
(n=137) 
29 
7 
40 
8 
4 
12 
100 
The country respondents were more likely (40%) than the 
metropolitan ones to have entered nursing care from their own 
homes (possibly because they were more likely to have been 
home owners); the latter, in turn, had an equally strong 
probability (40%) to have entered from a hospital. It appears, 
therefore, that there was a tendency for some of the aged, 
especially females from the metropolitan area, to have come 
into a nursing home from transitional accommodation, whether 
that was a hospital, or a granny flat/ other shared. Kovar 
(1988) explains that when some of the aged are no longer able 
to cope by themselves at home, especially when they are living 
alone, then they move in with others, followed by moving into 
a nursing home. 
When the pre-nursing home accommodation was examined with 
reference to the respondents' marital status (current), other 
interesting trends emerged. For example, as expected, the 
married were especially likely to have come into nursing care 
from their own homes (44%) and less so from the hospital 
(35%); the divorced/separated from a variety of rented 
accommodation (36%); the widowed from a hospital (39%) or own 
home (32%); and the never married from a range of different 
places (Table 5.6). It was not recorded, though, at what age 
the respondents were admitted into nursing care. 
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Table 5.6 
Immediate Pre-Nursing Home Accommodation by Marital Status 
never divorced/ 
married married separated widowed 
% % % % 
(n=30) (n=34) (n=14) (n=133) 
own house/unit/farm 18 44 14 32 
rented house/flat/ 
room/boarding 
hospital 
other nursing home 
hostel for the aged 
granny flat/other 
17 
29 
20 
3 
13 
100 
3 
35 
6 
3 
9 
100 
X 
36 
22 
21 
» 
¥ 
100 
% P < 0. .02 
11 
39 
i^  
1 
§. 
100 
Q.: From where did you come directly into this nursing 
home? 
Two-thirds of the respondents had their usual place of 
residence in the locality of their nursing home, with males 
(70%) being more likely than females (64%) to have found 
themselves in the above situation. A third of the respondents 
had been residing elsewhere in Queensland, and as few as 
eight, all female, had been living interstate or overseas. The 
latter came here as aged persons, to be closer to their 
married children. Interestingly, the metropolitan respondents 
had a greater tendency (77%) than those from the country (53%) 
to be locals, as nearly a half of the latter were from country 
towns or farms, situated in places other than where the 
nursing home was located (43%). 
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2. source of referral 
Although females (41%) were more likely than males (28%) to 
have had a doctor's referral into the nursing home (Table 
5.7); males, in turn, were more likely than females to have 
had a family referral (possibly a spouse). The term 'referral' 
identifies here the person that the respondents believed was 
responsible for arranging their nursing home entry. 
Those who had come from boarding houses, rented rooms, granny 
flats, and other shared accommodation (such as living with a 
sibling) were more likely to have been referred into nursing 
care by their family and relatives; the remaining respondents 
mainly had a doctor's referral. 
Table 5.7 
Nursing Home Referral by Sex 
doctor 
family/relatives 
allied health professionals 
self 
other (incl. friend) 
multiple (two or more of the above) 
male 
% 
(n=74) 
28 
31 
19 
8 
6 
8 
female 
% 
(n=137) 
41 
25 
t 
7 
7 
11 
100 100 
ns. 
Q.: Who arranged for you to come into this nursing home? 
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The country respondents (45%) were more likely than the 
metropolitan (29%) ones to have had a doctor's referral (x', p 
< 0.005), but less likely to have had referrals by allied 
health professionals, such as social workers; the reverse was 
true of referrals by family members. Self-referrals were 
popular among only a small group of male and female 
respondents. 
Similar results to those above were reported by Minichiello 
(1986, pp.161-162) in his study of older people entering eight 
nursing homes in Sydney. Of his respondents, 49% had their 
families, usually a son or a daughter, make the decision of 
whether to enter or not; another 24% had the doctor make the 
decision; and 8% had nurses or social workers. Under a fifth 
decided on admission themselves, for such reasons as not 
wanting to be a burden to others, or not having families. As 
few as 7% had actually planned ahead their own entry, 
recognising their need for care (Minichiello, p. 166). 
3. attitude to nursing home admission 
Three-quarters of the respondents (72%) felt positively about 
entering nursing care; a quarter (26%) were very happy about 
their admissions. Gender differences were minimal (Table 5.8), 
and almost no difference was found between metropolitan and 
country respondents. However, if we were to identify those 
with a greater tendency to be unhappy with their admission, it 
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would have to be the home-owners (29%), and those who had 
lived permanently in granny flats/ other shared accommodation 
(50%). 
Of the immediate pre-nursing home accommodation, the hospital 
was the place from which the respondents were least likely to 
have been happy (31%) about coming into nursing care; possibly 
a move of this type confirmed to them that they were not 
getting better, and/or that they may have to remain 
permanently at the nursing home. 
When the respondents' marital status was considered in 
relation to happiness with admission, the results can be 
summarised as follows. The married (21%) comprised the 
smallest group to have been very happy with their nursing home 
admission. The never married (30%) (many of whom were 
renters), on the other hand, were more likely than any of the 
others to have been very happy about coming into nursing care. 
This finding is in keeping with the ACOTA study (1985, p.104), 
even though the ratio is different, which shows that the non-
married aged (24%) from Melbourne and Adelaide had a greater 
desire than the married (6%) to move into institutional care. 
This was expected, however, as the married would not have 
wanted to be separated from their spouses. 
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Table 5.8 
Happiness with Nursing Home Admission by Sex 
very happy 
fairly happy 
not happy 
uncertain 
male 
% 
(n=74) 
21 
49 
27 
3 
100 
female 
% 
(n=137) 
28 
45 
24 
3 
100 
ns. 
Q.: Thinking back, how happy did you feel about coming into 
this nursing home? 
Furthermore, it needs to be noted that the self-referring 
respondents were most likely (47%) to have been very happy 
with their nursing home admission, followed by those with a 
doctor's referral (28%). The least happy were those with 
referrals from family/relatives, friends, hospital or some 
other institution. A study by the Department of Community 
Services and Health/Ronalds (1988-89, p. 4) has also found 
that "... the residents displayed resentment towards those who 
had made decisions on their behalf [to enter nursing care] or 
who they believed were responsible for the decision". 
Overall, the respondents who believed that they had no choice 
left to them other than to enter a nursing home, tended to see 
their arrival at the home as a 'fairly' happy one. The rest 
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either looked forward to coming, or did not like the idea of 
doing so. Males and females held similar views (Table 5.9). 
Table 5.9 
Attitude To Nursing Home Admission by Sex 
did not like the idea/to come 
other negative 
no choice/no one to take care of 
did not know what to expect 
looked forward to coming 
other positive 
uncertain 
male 
% 
(n=74) 
12 
8 
37 
3 
16 
12 
12 
100 
female 
% 
(n=137) 
12 
6 
34 
7 
20 
11 
10 
100 
ns. 
Q.: Why do you say that? (Re: How happy did you feel about 
coming into this nursing home?) 
It was interesting to note that the respondents who had been 
very happy with their nursing home admission were more likely 
to be very satisfied with their present life (Tau B=.24, p < 
0.0001), felt generally happy (Tau B=.19, p < 0.0002), and 
were very happy (72%) with their room at the nursing home (Tau 
B=.19, p < 0.003). 
Dooghe et al. (1980, p. 175) also report that "elderly 
individuals who had had a positive attitude toward the home 
[including those who had visited the home pre-admission] 
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showed better adjustment after admission". Similarly, those 
who voluntarily changed residence were likely to adjust better 
to their new home (Smith and Brand 1975). Bourestom and 
Pastalan (1981, p. 5) note that "in practically all studies, 
moves made under voluntary conditions did not produce negative 
consequences, while those made under involuntary conditions 
did". Reich and Zautra (1984, p. 313) explain this occurrence 
by stating that "... when people perceive that they have had a 
causal influence on an event, there is a tendency for them to 
judge that event as more favorable and positive". This is not 
to say that the respondents in the current study, who did not 
wish to enter nursing care, were forced to do so- rather they 
may have entered reluctantly, perhaps feeling as if they had 
no "real" say in the matter (due to circumstances, such as 
illness, or inability of family/relatives to provide care). 
Those who wanted to come into nursing care reported they did 
so for one or more of the following reasons; to avoid 
continued loneliness, to obtain care, and to prevent 
themselves from becoming a burden to their families. Similar 
reasons were identified by the Department of Community 
Services and Health/Ronalds (1988-89, pp. 158-159). Because 
the borderline between wanting to come and needing to come is 
fluid, it is difficult to know what proportion of the fairly 
happy respondents had been forced to come by circumstances, 
and what proportion desired to come. Kovar (1988, p. 2) 
suggests that age and functional status are the two main 
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reasons the aged end up in nursing homes, as many tend to be 
in their 80's, and are also likely to have poor health; 
however, it is poor health, rather than old age, which 
ultimately leads to institutionalisation. 
Other interesting findings were as follows; although according 
to the ACOTA (1985) study, 16% of the non-institutionalised 
aged (60 years and over) were without children (and 17% 
according to the Kendig and Rowland (1983) study), 26% of the 
respondents in the current study were childless before they 
entered nursing care, and a further 2% became so after entry 
(when their last/only child died). It seems, therefore, that 
those going into a nursing home were more likely to be without 
family resources, such as the support their children would 
offer. 
Furthermore, 14% of the current study respondents had never 
married, compared to only 4% of the non-institutionalised aged 
in this situation (ACOTA 1985). This finding is very much in 
keeping with Shanas' (1979a, p. 171) statement that according 
to the US census "the institutionalised elderly include three 
times as high a proportion of persons who have never married 
as are found in the community". This is because, as Shanas 
(1979b) summarizes 
those persons without close family, the never married and 
the very old [over 80 years of age] widowed, are more 
likely than other persons to seek residence in a home for 
the aged or to be institutionalized when they are ill. 
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Johnson and Catalano (1981, p. 613) also point out that "the 
most marked effect of being unmarried among the childless 
elderly appears to be the increased risk of 
institutionalization"; furthermore, they report that the 
childless aged were three times more likely to be 
institutionalised after hospitalisation than the other aged. 
Palmore (1976) concludes, however, that it is not the absence 
of children, but rather the absence of a spouse that leads to 
institutionalisation. The current study shows that both these 
factors, namely childlessness and lack of spouse, as these 
relate to the never married in particular, contribute to a 
greater possibility of institutionalisation among the aged. 
C. Nursing Home Years 
1. length of residency 
Half of the respondents (51%), both male and female, had been 
nursing home residents for two years or less (Table 5.10). 
(Residents with under a six months stay were excluded from the 
study.) The country respondents were especially likely to have 
been at the nursing home for xmder one year (Table 5.11). The 
remaining respondents had lived at the home from three to 11 
years or more. Despite their expected shorter life spans, 
males were just as likely as females to have been at the 
nursing home for 11 years or longer. 
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Table 5.10 
Length of Residency at Nursing Home by Sex 
(excludes all persons resident 6 months or less) 
under 1 year 
1 to 2 years 
3 to 4 years 
5 to 10 years 
11 years or more 
uncertain 
male 
% 
(n=74) 
26 
30 
12 
20 
11 
1 
female 
% 
(n=137) 
21 
27 
19 
22 
8 
3 
100 100 
ns. 
Q.: How long have you been living at this nursing home? 
Table 5.11 
Length of Residency at Nursing Home by Metropolitan/Country Locality 
under 1 year 
1 to 2 years 
3 to 4 years 
5 to 10 years 
11 years or more 
uncertain 
metropolitan 
% 
(n=115) 
16 
30 
15 
25 
11 
2 
country 
% 
(n=96) 
31 
26 
19 
17 
6 
1 
100 100 
X ', p < 0.05 
Q.: How long have you been living at this nursing home? 
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It is also noteworthy that the 80 years or older age group 
predominates (53%) no matter whether the respondents have been 
at the nursing home for under a year, or for longer than 11 
years. Overall, at least half of the respondents were aged 80 
years or more in each of the 'length of stay' categories. 
The above figures on length of residency are in keeping with 
those given by Doobov and McCusker (1986, p. 37.s) for 
government nursing homes in Queensland, which show that the 
majority of the aged (93%) are in institutional care for up to 
10 years, with only 7% being there for 10 years or longer. 
Interestingly, the authors also state that the Queensland 
government homes have "an average length of stay more than 
twice the average for other [Australian] nursing homes" and a 
significantly higher proportion of long-stay residents (Doobov 
and McCusker, pp. 39.s-40.s). The explanation given for this 
is that the Queensland homes have a smaller proportion of 
short-stay residents, especially those coming for planned 
respite care, compared to government homes in the other 
states. 
2. level of present satisfaction 
Most of the respondents (93%) in the current study were either 
very or fairly satisfied with being at the nursing home; no 
significant differences were recorded in relation to their 
marital status. Females had a greater tendency to be very 
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satisfied with their institutional living (53%), compared to 
males (34%), who in turn were more likely to have been fairly 
satisfied (Table 5.12). The metropolitan respondents (51%) 
were also more likely than the country ones (41%) to have been 
very satisfied with their nursing home; the latter, in turn, 
were over three-times more likely to have been dissatisfied 
(X ', p < 0.05) . 
Table 5.12 
Satisfaction with Nursing Home by Sex 
very satisfied 
fairly satisfied 
not satisfied 
male 
% 
(n=74) 
34 
55 
11 
female 
% 
(n=137) 
53 
43 
4 
100 100 
X », p < 0.02 
Q.: How satisfied are you with being at this nursing home? 
Spasoff et al. (1978, p. 286) state, however, that high levels 
of satisfaction with institutions and the care they provide 
should not be taken at "face value"; this is because such 
positive evaluations may be in response to: (a) the residents' 
initial low levels of expectation, (b) their need for care, 
which would make even basic (that is, non-comprehensive and 
low quality) care welcome, and (c) their reluctance to say 
anything negative for fear of repercussions. (Efforts were 
made in the current study to obtain frank answers from the 
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respondents, by reassuring them of the study's 
confidentiality, by conducting interviews in private, away 
from the staff and other residents, and by emphasising to the 
respondents the importance of obtaining accurate responses 
from them; however, whether unbiased replies were in fact 
received is not known.) 
The most often given reason for satisfaction included nice 
staff, meals and care (31%); the satisfied respondents also 
tended to describe their life in such positive terms as 
"fulfilled" and "good". This is not surprising as the level of 
satisfaction with the nursing home was found to be related 
to both life satisfaction (Tau B=.38. p < 0.0001) and feelings 
of general happiness (Tau B=.48, p < 0.0001). 
The 13 (6%) dissatisfied respondents usually missed their own 
family home, neighbours, and other familiarities. Some also 
said that they disliked the meals, staff, and sometimes the 
way they were looked after. They were also more likely than 
the others to report having experienced a death wish, mainly 
due to feelings of depression. Their description of life 
included such negative terms as "not worthwhile", 
"depressing", and "nothing special"; and their future was 
reported as "nothing much". Even their self-perception was 
predominately negative or uncertain. 
Carp et al. (1982, p. 164) explain low levels of satisfaction 
with a domain in terms of a discrepancy "between the 
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respondent's rating of his or her own current domain status 
and a rating of what he or she ought to have if things were 
fair [that is, at the respondent's level of aspiration]". 
Campbell et al. (1976, p. 485) add, however, that "if a person 
is in a fixed situation for a long enough period of time, his 
aspiration level will gradually contract back towards the 
terms of that situation, with his satisfaction increasing 
concomitantly". This may then in turn explain why the aged 
"express satisfaction with life conditions judged negatively 
by observers" (Carp et al. 1982, p. 152). 
When the respondents in the current study were asked what 
changes they would like to see at the nursing home, 48% 
replied (mainly country respondents) that they would prefer 
for everything to remain as is, or that they could not think 
of possible changes; 19% (especially from metropolitan homes) 
wanted nicer meals and/or more variety in the meals served; 
the remaining respondents named a large variety of "wished 
for" changes, which appear to indicate their individual needs. 
In addition, when the respondents were asked where they would 
have preferred to be accommodated, if given a choice, nearly 
a half (47%) said nowhere other than the nursing home, over a 
third chose their past home (35%), and most of the rest wanted 
to be with their families (10%). Males and females held 
similar views. However, the married respondents were more 
likely than any of the other respondents to want to be back in 
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their own home, and as such, least likely to want to remain at 
the nursing home; the never married and the widowed preferred 
to remain where they were (x», p < 0.02). Those from boarding 
homes or rented rooms were least likely to want to be 
elsewhere (x', p < 0.002); their numbers were small, however. 
Interestingly, Dooghe et al. (1980, p. 164) postulate that the 
greater the resemblance between the new surroundings and the 
former way of living, "the more use the individual can make of 
already developed adaptive responses [to make a satisfactory 
adjustment]"; the reverse may hold true when the difference is 
greater. Furthermore, Dooghe et al. (p.165) suggest that 
"adjustment [to a home for the aged] is less satisfactory for 
individuals with a high degree of disability, for those who 
are often alone, and for those who frequently feel lonely"; 
the less significant variables include marital status, length 
of residency, having children, and the type of institution. 
As expected, the very satisfied respondents in the current 
study mostly wanted to stay at the nursing home, whereas the 
dissatisfied (13 respondents) mainly wished to be back in 
their own homes (Table 5.13). Four of the dissatisfied 
respondents also reported that they would have preferred to be 
in a previous nursing home, where they had left behind 
friends. Those who wanted to remain at the current nursing 
home did so for two main reasons: (1) they had nowhere else to 
go, and no one to take care of them, and/or (2) they found the 
nursing home a nice and comfortable place. Even so, some of 
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these respondents continued to miss their own home, garden, 
pets, families, neighbours, freedom, and independence (38%), 
which means that they were experiencing positive feelings 
towards the home, but negative feelings towards having lost 
their former lifestyle. 
Table 5.13 
Choice of Being Elsewhere by Satisfaction with Nursing Home 
nowhere else 
own home/unit/farm 
rented house/flat/ 
room/boarding 
another nursing home 
with family 
other 
very 
satisfied 
% 
(n=98) 
61 
21 
3 
4 
8 
3 
fairly 
satisfied 
% 
(n=100) 
41 
35 
4 
4 
12 
4 
not 
satisfied 
% 
(n=13) 
0 
77 
8 
15 
0 
0 
100 100 100 
X', p < 0.01 
Q.: How satisfied are you with being at this nursing home? 
/ If you had a choice of being elsewhere [other than this 
nursing home], where would you prefer to be? 
Furthermore, satisfaction with past and transitional (that is, 
immediate pre-nursing) accommodation, or length of stay at the 
nursing home, did not appear to have had any direct or strong 
bearing on the present levels of satisfaction with the nursing 
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home; rather, it was the level of happiness at entry into the 
nursing home that was found to be significantly related to the 
present level of satisfaction. In other words, the very happy 
entrants became very satisfied residents, whereas the unhappy 
ones tended to be less satisfied (see Table 5.14). 
Findings reported by other researchers (Simms et al. 1982, 
Stein, Linn and Stein 1985, Spasoff et al. 1978 ) also suggest 
that the attitude held by the aged towards nursing home 
placement may influence their adjustment to institutional 
care, and that the level of satisfaction with admission may 
not change later. 
Table 5.14 
Satisfaction with Nursing Home by Happiness with Admission 
very fairly not uncertain 
happy happy happy 
% % % % 
(n=54) (n=98) (n=53) (n=6) 
very satisfied 70 40 32 67 
fairly satisfied 24 58 53 33 
not satisfied 6 2 15 0 
100 100 100 100 
Tau B=.24, p < 0.0002 
Q.: Thinking back, how happy did you feel about coming 
into this nursing home? 
/ How satisfied are you with being at this nursing home? 
It was also interesting to find that of the respondents in the 
current study who were very satisfied with their nursing home, 
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60% reported being very happy with the frequency of their 
family contact; in comparison, of the dissatisfied, only 31% 
reported feeling equally happy (Tau B=.10, p < 0.1). 
Similarly, of the very satisfied respondents, 39% were very 
happy with the frequency of their friend contact, compared to 
only 8% of the dissatisfied who felt so (Tau B=.18, p < 
0.004). (For more details on happiness with social contacts, 
refer to the next chapter.) In keeping with this finding, 
Tesch and Nehrke (1981, p. 319) state that "there is evidence 
to indicate that social interaction with family and friends 
may facilitate adjustment to institutionalization". 
In addition, those with very good health were likely to say 
that they were very satisfied with their nursing home (66%), 
whereas those with a "not good at all" health rating were more 
likely to say that they were fairly satisfied (69%) (Tau 
B=.18, p < 0.004). Similarly, those feeling lonely (x , p < 
0.02), alone, depressed (x*, p < 0.01), and sad (x», p < 0.02) 
were much less likely to have been very satisfied with their 
nursing institution. It appears, so far, that the attitude at 
entry, social contacts (or lack of these), health, and mood 
influence the respondents' level of satisfaction with the 
nursing home. 
3. type of home and size of ward 
About a third of the respondents (37%) in the current study 
were located in 'modern' nursing homes, built in the 1970's; 
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another third were (28%) in 'new' homes, opened in the 1980's; 
and the rest were in renovated (13%) or old homes (22%) from 
the 1950's or 1960's. The metropolitan respondents tended 
mostly to be in new or modern homes (80%), whereas the country 
residents were mainly in modern or renovated ones (62%). 
Furthermore, over a half of the respondents (59%) were in 
medium-sized homes with 100 to 300 beds, a third were in large 
homes with over 300 beds, and only 8% were in small homes with 
under 100 beds. Most of the medium and small homes were in the 
country towns, whereas the larger homes were in Brisbane. 
The respondents in homes with under 100 beds, or 300 plus beds 
(which were new or renovated, and located in the metropolitan 
area) tended to be very satisfied (55%) with their 
accommodation. In comparison, those in the old nursing homes, 
particularly in the country areas, were more likely than any 
of the others to be dissatisfied; this group of respondents 
was small, however (13%). Possibly one of the reasons for the 
difference in satisfaction is linked to the number of beds 
in the wards, which appears to be determined by the size of 
the nursing home. In fact, the nursing home size was found to 
be related in a significant way to the number of shared 
rooms (Tau B=-.ll, p < 0.07)/happiness with room (Tau B=-.13, 
p < 0.04), and to the respondents' level of satisfaction 
with life (Tau B=-.ll, p < 0.08), and general happiness (Tau 
B=-.09, p < 0.1). For example, the homes with 300 plus beds 
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(that is, large in size) were especially likely to have 
respondents in private or two bed wards; also, the smaller 
homes with under 100 bed homes tended to have respondents in 
relatively small wards, that is, in two or four bed wards. The 
remaining medium-sized nursing homes, however, had a 
predominance of respondents in four, eight or more bed wards. 
These latter homes (that is, those with many beds per ward) 
comprised the less satisfied with life/generally unhappy 
respondents. 
The respondents who were happy with their rooms, were in turn 
likely to be satisfied with the nursing home (Tau B=.48, p < 
0.0001), and with life in general (Tau B=.32, p < 0.0001), and 
felt generally happy (Tau B=.42, p < 0.0001). Those in small 
and large-sized homes were particularly likely to have been 
very happy with their rooms, unlike those in medium-sized 
homes with large wards. In all, the majority of respondents 
(93%) were either very or fairy happy with where they had to 
sleep, and spend a lot of their time. Both males and females 
felt similarly in this regard (Table 5.15). The past renters 
were especially likely to have been happy with their rooms, 
whereas those who had come from their own homes were least 
likely to have been so (which is in keeping with the 
previously reported findings). 
In total, the respondents were quite evenly spread over the 
different room types with some having been placed in single 
rooms (22%), and others in shared, with one to six or even 
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more beds. More females (26%), however, were in single rooms 
than males (15%), and more respondents of both sexes occupied 
two bed wards than any other type (see Table 5.16). 
The main reasons given by the respondents for feeling 
positively about their room included such descriptions as 
"finds the room comfortable and nice" (28%), "likes those with 
whom shares" (14%), and "enjoys the view" (such as of the 
garden or the road) (5%). 
However, those sharing with six or more (30%) were three times 
more likely than the respondents in single rooms (9%) to be 
dissatisfied with life (and generally unhappy); similarly they 
were three times more likely to be very dependent on others 
(Tau B=-.20, p < 0.0005), and to have had a death wish (46%) 
sometime during their stay at the nursing home; nevertheless, 
they were less likely to complain of health problems. In fact, 
those in single rooms were often many times more likely than 
those sharing with six or more to report having a variety of 
health complaints, and to take medication more often 
(Tau B=-.ll, p < 0.05). This finding appears to confirm that 
having health problems does not, of itself, suggest that life 
satisfaction/general happiness will decrease (see chapter on 
health), as the apparently "sicker" respondents in single 
rooms were more likely to be satisfied with life/generally 
happy than the other respondents. 
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Table 5.15 
Happiness with Room by Sex 
male female 
% % 
(n=74) (n=137) 
very happy 50 51 
fairly happy 41 44 
not happy 9 4 
uncertain 0 1 
100 100 
ns. 
Q.: How happy are you with this room? 
Table 5.16 
Number Sharing Room by Sex 
male female 
% % 
(n=74) (n=137) 
own room 15 26 
shares with one 24 18 
shares with two/three 28 33 
shares with four/five 11 10 
shares with six or more 22 13 
100 100 
ns. 
Q. : Do you sleep in your own room or do you share with 
others? 
If given a choice of whether to share or not to share, and 
with how many, it was found that two-thirds of the respondents 
(67%) chose the same room type as they already had (Tau B=.54, 
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p < 0.0001). This possibly indicates that the respondents 
preferred to have what they already knew, having become used 
to it (rather than 'chance' a change), or that they had 
lowered their expectations/had difficulty with imagining an 
alternative situation to the current one. A similar 
explanation to the latter one is given by Firestone, Leichtman 
and Evans (1980, p. 239) who state that the institutionalised 
aged "come to take the realities of their living circumstances 
[within a nursing home] as unchangeable fact [which becomes 
more pronounced with the length of institutional residence]". 
This explanation could also be in keeping with the finding of 
the current study which showed that the longer the respondents 
stayed at the nursing home, the more likely they were to be 
very happy with their room (Tau B=-.13, p < 0.03). In fact, 
none of the respondents who had been there for 11 or more 
years were unhappy, compared to a tenth (10%) of the very 
recent admissions who reported being unhappy. 
Other researchers have also concluded that the "current 
roommate status was the strongest determinant of room 
preference", and that "in general, patients were satisfied 
with whatever type of room they were assigned" (Kayser-Jones 
1986; Lawton and Bader 1970; Thompson and Goldin 1975). 
Overall, the single room holders were more likely than the 
others to choose the same room type (87%); the least likely 
were the respondents sharing with six or more (52%). Lawton 
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and Bader (1970) also discovered that almost no institutional 
residents in single rooms wanted to share with others. 
Conversely, nearly a half of those with a roommate wished to 
have a single room (Lawton and Bader 1970, p. 52). 
Similarly, even though over a half of the respondents (57%) in 
the current study said that they would have preferred to share 
with someone, nearly twice of the number of the current single 
room occupants of both sexes said that they would have 
preferred to have a single room (Table 5.17). Furthermore, it 
was interesting to find that the never married and the 
divorced/separated were nearly twice as likely as the other 
respondents to prefer a single room; those who had come into 
nursing care from a boarding house or a granny flat were 
especially likely to have such a preference. 
On closer examination of the results, it appears that those 
respondents who were in larger wards, sharing with three or 
more others, would particularly prefer, if given a choice, to 
be in a smaller ward or a single room. The reasons given for 
wanting or liking a single room included "prefers privacy", 
"peace and quiet", "own way", or "dislikes other residents". 
The desire to share appears to be based on the need for 
company. Kayser-Jones (1986, pp. 65-66) reports that some 
residents disliked private rooms for fear of being lonely, 
isolated and alone; at the same time they feared having an 
incompatible roommate in a shared ward. Sometimes, therefore, 
for security, and for companionship, shared rooms were 
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preferred (Lawton and Bader, 1970, p. 52). The current study 
has shown that those in single rooms were most likely (51%) to 
feel alone (but not necessarily lonely); the least likely 
(30%) were those sharing with six or more. 
Table 5.17 
Preferred Number Sharing Room by Sex 
no one 
two/three 
four/five 
six or more 
uncertain 
male 
% 
(n=74) 
38 
23 
4 
• i 
4 
female 
% 
(n=137) 
4 1 
16 
9 
10 
2 
100 100 
ns. 
Q.: If you had a choice, with how many people would you 
prefer to share a room? 
When the level of happiness with the room was examined with 
reference to the number of people with whom the respondents 
shared (see Table 5.18), it was again confirmed that as the 
number of roommates increased, the level of reported positive 
feelings/ happiness, somewhat decreased. For example, 79% of 
the respondents in single rooms were very happy with their 
rooms, compared to only 39% of those who shared with six or 
more others. It can be assumed, therefore, that the more 
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roommates there were, the less likely was the possibility that 
the residents would be very happy. 
Table 5.18 
Happiness with Room by Niimber Sharing 
shares with 
very happy 
fairly happy 
not happy 
own 
room 
% 
(n=47) 
79 
19 
2 
one 
only 
% 
(n=43) 
56 
39 
5 
two/ 
three 
% 
(n=66) 
38 
56 
6 
four/ 
five 
% 
(n=22) 
36 
64 
0 
six/ 
more 
% 
(n=33) 
39 
43 
IB 
100 100 100 100 100 
Tau B=.27, p < 0.0001 
Q.: How happy are you with this room? 
The relationship of the nursing home location to the number of 
beds was also found to be significant (x*, p < 0.001). The 
metropolitan respondents tended to be in private, two, or four 
bed wards, whereas the country residents were in four, eight 
or more bed wards. Possibly the interlinking of happiness with 
the room and the number sharing, explains why the metropolitan 
respondents were more likely to be very happy with their rooms 
(57%), while the country respondents had a greater tendency to 
be moderately (fairly) happy (46%), or unhappy (9%). In fact, 
it was discovered that those very happy with their rooms were 
more likely to be in single or two bed wards in metropolitan 
homes; the fairly happy tended to be in four bed wards in 
metropolitan/country homes, and the unhappy in eight or more 
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bed wards in country homes. Similarly, the metropolitan 
respondents (x», p < 0.05) were more likely to be very 
satisfied with the nursing home (51%), whereas the country 
ones had a greater tendency to be fairly satisfied (49%) or 
dissatisfied (10%). 
4. senility in fellow residents 
It has been estimated from figures based on the number of beds 
in each participating nursing home, "minus" the number of 
senile dementia residents as identified by the staff of these 
establishments, that (a) about half (51%) of the respondents 
were in homes where the senile comprised 80% to 89% of the 
residents; (b) about a third (36%) were in homes with 90% or 
more senile; and (c) only a small number (13%) were in homes 
with fewer than 80% senile. 
Based upon these estimates, it can be demonstrated that 60% of 
the metropolitan respondents were located in nursing homes 
with the lowest predicted level of alert residents, compared 
to only 7% of the country respondents in such places. In fact, 
none of the metropolitan respondents were in homes with the 
highest proportion of non-senile residents, compared to 29% of 
the country respondents in such homes. This could be because 
the lowest numbers of alert residents tended to predominate 
in large homes, which were located in Brisbane, and in new 
homes, also in Brisbane. Despite this finding, the 
metropolitan respondents were more likely than the country 
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ones to be satisfied with their nursing homes, possibly 
because single wards compensated them for any disadvantage of 
being in the midst of a senile population, as well as made it 
less likely for them to be sharing with someone who was 
senile. 
What the above figures appear to show is that the respondents 
tended to be a minority in their respective nursing homes, 
which had proportionately high levels of senile populations. 
Although the proportions of senility have only been estimated 
here, it is assumed that they are fairly close to the real 
situation, as the staff are thought to have carefully 
identified the senile residents, when they were selecting the 
able ones for participation in this study. More precise or 
verifiable figures could not be obtained from any other 
source. 
Whether the respondents were experiencing any negative 
effects, particularly in relation to their well-being, as a 
result of residing in homes with many senile residents, is 
unknown. What has been observed, however, is that in some 
cases due to a lack of beds, non-senile residents were placed 
in the so-called "senile wards", in which they reported 
feeling lonely. (For details on loneliness refer to the 
chapter on life perception). 
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5. reason for worries and changes 
About two-thirds of the respondents (65%) said that nothing at 
the nursing home has ever worried them. This they reported was 
because they (1) avoided thinking about anything unpleasant, 
(2) liked everything as it was, especially the staff, care 
and fellow residents, and/or (3) felt happy there. Females 
(69%) were less likely than males (58%) to worry about 
"anything at all" (see chapter on life perception). 
The worriers of both sexes tended to be concerned with such 
matters as lack of freedom and privacy, their desire to be 
back in own home, or with family, and their dislike of meals, 
staff and sometimes care. Possibly the underlaying factor here 
is the respondents' feeling of no longer being in control of 
the immediate environment. Predominantly, the respondents who 
were dissatisfied with the nursing home were likely to worry 
about matters relating to the nursing home (62%), whereas 
three-quarters (75%) of the very satisfied respondents found 
nothing worrisome there (x*, p < 0.05). Similarly, those 
dissatisfied with life/generally unhappy (x', p < 0.02) were 
more likely to be worriers. These were the respondents (small 
numbers) who reported more often than the others that they 
disliked staff/meals/care (x', p < 0.01). 
It was also noted that the respondents who were very satisfied 
with the nursing home were more likely (52%) to think of the 
other residents as nice and good, while the moderately 
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(fairly) satisfied and dissatisfied respondents had a greater 
tendency to see the others as a mixture of all sorts, 
including good and bad (where the term "bad" is presumed to 
refer mainly to the senile residents). It is uncertain, 
however, which of the above factors is the cause and which is 
the effect. 
When the respondents were asked to name specific changes that 
they would have liked to see at their nursing home, nearly a 
half (48%) replied that nothing needs to change, or that they 
li.<:e all as is. Of those who wanted some change, the largest 
group (19% or 39 respondents) identified the meals as needing 
attention, wanting them to be nicer and of greater variety. 
6. desire for information 
Only half (54%) of the respondents (of both sexes) believed 
that it was important for them to know about changes or 
happenings that were taking place at the nursing home; of the 
remainder, nearly a third thought that information of this 
type was unimportant and of little concern to them; as such, 
they preferred to "mind their own business". 
Twenty-six per cent of the respondents reported that they were 
being informed by staff about events at the nursing home, and 
12% by fellow residents, with the rest not hearing anything, 
overhearing others, or getting their "news" from mixed 
sources. Those longest at the nursing home were most likely to 
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obtain their information from the staff, whereas the recently 
admitted respondents received it from a variety of sources 
(X', p < 0.04). The "older" respondents were most likely (47%) 
to perceive this information as unimportant; in contrast, the 
"younger" ones (43%) were twice or three times more likely to 
believe it to be very important (Tau B=.17, p < 0.006). The 
country respondents (29%) were less likely than the 
metropolitan (15%) to report "hearing anything" (x ', p < 
0.002). 
Females (29%) were also much less likely than males (8%) to 
have heard about any changes or happenings at the nursing home 
(Table 5.19). This may perhaps be because male respondents 
reported having a somewhat greater curiosity about everything 
in general; females, on the other hand, said that they were 
more interested in matters that concern them directly. The 
respondents who said that they were fairly interested in 
knowing what was happening around them included those who 
obtained their information from overhearing others speak; 
nearly half of the overhearers were interested. However, the 
importance or otherwise of having such information appears to 
have had no direct effect on the respondents' satisfaction 
with the nursing homes. 
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Table 5.19 
Source of Information on Changes/Happenings by Sex 
does not hear anything 
overhears others 
minds own business 
staff tell 
residents tell 
other 
uncertain 
male 
% 
(n=74) 
8 
10 
5 
24 
16 
19 
18 
100 
x'. P 
female 
% 
(n=137) 
29 
10 
3 
26 
10 
11 
11 
100 
< 0.05 
Q.: How do you usually hear about any changes or happenings 
which take place within this nursing home? 
D. Conclusion 
A comparison of past and present levels of satisfaction shows 
that the respondents had moved from a position where the 
majority were very satisfied (79%) with their accommodation 
(meaning "past" here), to one where only a half (46%) 
continued to feel so about their present nursing home. Perhaps 
one of the reasons for this disparity in numbers is that most 
of the respondents had been home owners in the past, and as 
such were especially likely to have been very satisfied. 
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While at the nursing home, the respondents reported missing 
their own home, spouse, children, neighbours, pets and 
garden, and losing their feeling of independence and ability 
to do whatever they pleased. It has also meant to them having 
"strangers" around them, changed daily activities and 
routines, shared rooms, disliked meals, little privacy, and 
unfamiliar surroundings; but then to confuse matters, 
institutional living has meant care, someone to talk to, group 
activities, and future security. 
Furthermore, it was found that those currently very satisfied 
with their accommodation had especially been very happy with 
their nursing home admission; the least satisfied were those 
who did not wish to be admitted. This indicates that the 
attitude held on the day of admission appears to have been 
carried over to the feeling of satisfaction with the nursing 
home. 
The respondents who had been happy with their admission were 
also more likely to have been satisfied with their present 
life, to have felt generally happy, and to have been happy 
with their room at the nursing home. Similarly, satisfaction 
with the nursing home was strongly related to life 
satisfaction and feelings of general happiness, and was found 
to be linked to such factors as family contact, and ward 
sizes. 
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What we are beginning to see here is possibly a pattern of 
positive relationships occurring together, where a positive 
level of satisfaction with accommodation is linked to a 
similarly positive level of life satisfaction/general 
happiness, and social contact. A pattern based on the same 
principle is likely to exist for the negative relationships as 
well. 
To further explore the past and present lifestyles of the 
residents, and to clarify some of the areas already raised, an 
assessment of changes in the respondents' social contacts is 
provided in the next chapter. Particular attention is given 
to examining the extent to which life satisfaction/general 
happiness ratings are related to the frequency and type of 
such contacts. The interrelation of other life domains is 
evaluated in the subsequent chapters. 
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CHAPTER VI.: Social Contacts- Past and Present 
The frequency, intensity and purpose of the respondents' 
social contacts, particularly those involving their family and 
friends, are examined in this chapter. The term "family" 
refers here to such family members as spouse, children, 
siblings and other relatives. The aim of the chapter is to 
determine how social contacts, especially their frequency and 
type, have changed since the respondents moved from their 
previous living arrangements to a nursing home situation. The 
significance and importance of these contacts are assessed to 
identify their perceived social value to the respondents, and 
their centrality to life quality. Attention is given to 
learning how social contacts affect, or relate to the other 
life domains. 
The respondents' significant others are considered, especially 
in terms of their closeness, dependency and support functions. 
These significant others are people nominated by the 
respondents as important to them, and ones with whom they have 
been spending their spare time. Gender differences are noted, 
and any significant disparity between metropolitan and country 
respondents are identified. 
Overall, the following aspects of social contacts will be 
taken into consideration (with reference to Gallo 1983, p.66), 
and discussed to the extent that the collected data permit: 
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frequency of contacts, network size, density (that is, the 
number of significant others), geographical distance of 
contacts, content (to identify the participants), intensity 
(closeness), duration (length of time the relationship has 
been in existence), homogeneity (common characteristics of the 
participants), and directedness (who has initiated the 
interaction). 
In the context of this discussion, social contacts will be 
viewed as having a dual role, that of a "principal player" in 
a person's well-being; and that of a necessary contributor to 
social exchange. In the latter instance, social resources, 
such as love and friendship, will be examined for ways in 
which reciprocation occurs, and for the presence of social 
power. From the previous chapter, we know that contact with 
family and friends was reported by the majority of the 
respondents as being very important to them, so the 
significance of this life domain will be taken into account. 
This chapter is divided into two parts: Part I is concerned 
with the frequency and type of the respondents' past and 
present social contacts; Part II deals with past and present 
closeness, happiness, and dependency of these contacts for 
the purpose of assessing changes in the respondents' social 
supports, and quality of life. 
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Part I: 
This section is predominantly concerned with identifying the 
frequency of the respondents interactions with their family 
and friends, both in the past and present. The aim is to 
indicate the opportunities that the respondents have had for 
exchanging resources, and the significance of social contacts 
in their daily living. The reason these interactions were 
taking place, and the possible resources exchanged, will not 
be discussed here, however. For details of these, refer to 
Chapter X. 
A. Pre-Nursing Home Years 
1. face-to-face past contact 
Over two-thirds of the respondents reported that prior to 
their nursing home admission, they had been seeing their 
family (67%) and friends (72%) at least once per week. Daily 
contacts were more likely to have been with family members 
(39%) rather than with friends (27%). However, the friends 
that they did see every day were often their neighbours or 
fellow boarders/renters. This means, according to Peters and 
Kaiser (1985, p. 136), that such exchanges, involving 
neighbours who are friends, are multiplex ones, as the contact 
is more frequent and the resources are more varied. Lentjes 
and Jonker (1985) explain that often in the case of working 
class relationships, friends and neighbours are the same 
people, where relationships are based on interactions with 
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those residing in the immediate environment. This depiction 
may have relevance to the majority of the sample who were of 
a working-class background. 
Overall, in the past, females were more likely than males to 
have seen their family and friends daily (see Tables 6.1 and 
6.2). It was not recorded, though, whether the respondents 
lived alone, or with others. Past daily contact with family 
refers here to instances where respondents saw members of 
their household, or received outside visits. The remaining 
respondents had visits ranging from once or twice per month, 
to once every two months or less. Five per cent of the 
respondents had no family visits, and 2% had no visits by 
friends. Most of those without any visits tended to have been 
males. Only a few respondents had been without any family 
(8%) in the past. (This is in keeping with Shanas' (1979a) 
study of the American aged of whom about 5% were without 
families.) Similarly, only a few had no friends (9%). 
The country respondents were twice as likely as the 
metropolitan ones to have been without family and friends. 
The never married were especially more likely to have had no 
family or friends in the past; the least likely were the 
currently widowed. 
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Table 6.1 
Frequency of Past Face-to-Face Family Contact by Sex 
no family 
every day 
once or twice per week 
once or twice per month 
once every two months or less 
no visits at all 
uncertain 
~100 100 
X ', p < 0.05 
Q. : How often did you see your family when you were at 
your usual place of residence? 
Table 6.2 
Frequency of Past Face-to-Face Friend Contact by Sex 
male 
% 
(n=74) 
•9 
m 
28 
8 
10 
11 
1 
female 
% 
(n=137) 
7 
42. 
28 
12 
9: 
1 
1 
no friends 
every day 
once of twice per week 
once or twice per month 
once every two months or less 
no visits at all 
"lOO 100 
ns. 
Q.: How often did you see your friends when you were at your 
usual place of residence? 
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male 
% 
(n=74) 
12 
23 
46 
f 
1 
4 
female 
% 
(n=137) 
t 
30 
45 
13 
4 
1 
The respondents had from one to nine or more children, but, on 
average, they had two or three children; similar results were 
obtained for both males and females, as well as for 
metropolitan and country respondents. However, the number of 
offspring the respondents had did not appear to be related to 
the frequency of their past family contact (Tau B=.01, p < 
0.8). This conflicts with Kendig and Rowland (1983, p. 64) who 
report that in their study 
family relationships were strengthened when older people 
had more children; each additional child increased by 5% 
the elderly individual's chances of having seen one of 
them during the previous week. 
It was noticed, though, that as the frequency of past family 
contact decreased, past contact with friends increased. For 
example, the respondents with daily family contact tended to 
have weekly contact with friends (40%), and those without 
family visits were more likely to have seen their friends 
daily (40%). This was not the case in the ACOTA (1985, p. 286) 
study which showed no correlation between family and friend 
interactions, as these were seen to be independent of each 
other. The reason for the disparity between the two studies is 
unknown. 
Of all of the respondents, the currently divorced/separated 
were least likely (7%) to have had daily family contact, 
compared to 41% of the remaining respondents with such 
contact. Possibly the reason the divorced/separated had 
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relatively less frequent contact was because of a breakdown in 
family ties often associated with divorce or separation. The 
opposite appears to be true of contact with friends, as the 
divorced/separated were most likely to have had daily contact 
with friends (36%), while the never married were least likely 
(17%) to have done so. There appears to be a tendency in 
situations where one type of contact (usually with family) is 
underdeveloped or non-existent, another takes its place, and 
thereby reaches the primary status. Cantor (1979) has also 
discovered that neighbours and friends can often provide 
support for the aged as a substitute for family support. 
The relationship between past face-to-face family contact and 
past life satisfaction was not strong, however (Tau B=.09, p < 
0.2). A much weaker relationship was found between past family 
contact and past general happiness, and between past frequency 
of friend contact and past life satisfaction/general 
happiness. Nevertheless, the levels of 'happiness' with the 
frequency of family/friend contact and life satisfaction (Tau 
B=.19, p < 0.003, Tau B=.15, p < 0.02)/ general happiness (Tau 
B=.20, p < 0.002), Tau B=.21, p < 0.001) were directly 
related. Even so, it needs to be re-emphasised (see literature 
review chapter) that social interactions can be positive or 
negative, and as such, each type may independently affect an 
individual's well-being in a manner similar to that of 
Bradburn's (1969) positive and negative affective dimensions. 
Indeed, Rook (1984, p. 1106) reports that "negative social 
interactions have more potent effects on well-being than 
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positive social interactions". What this may mean in relation 
to the current results is that the existence of interactions, 
per se, does not guarantee a positive correlation with life 
satisfaction/general happiness, as was seen above, where 
quality (that is "happiness" with the interaction), not just 
quantity (or "frequency"), of the interactions has mattered 
more. 
2. telephone/letter past contact 
In addition to past visits, respondents had telephone and/or 
letter contact with their family and friends. However, such 
contact was not only less frequent than the face-to-face 
contact, but nearly a quarter (22%) of the respondents had 
reported never making use of it in the past. The never married 
were most likely to have had infrequent (once every two months 
or less) telephone or letter contact with both family (37%) 
and friends (27%). Possibly this is because they were more 
likely than the other respondents to have been without any 
family (17%) or friends (13%), and/or because a third were 
renters so they may not have had a telephone, for example. 
The divorced/separated, on the other hand, were most likely 
(small numbers) to report having had past telephone/letter 
family contact, but least likely to have had such past contact 
with friends (43%). Some respondents (35%), particularly 
females, appeared to regularly supplement their frequent 
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family visits with weekly telephone calls or correspondence. 
This seems to have occurred to a lesser extent (23%) with 
friend contact (Tables 6.3 and 6.4). The ACOTA (1985, p. 278) 
study shows a correlation between regular/frequent face-to-
face family contact and corresponding telephone contact with 
family. Cicirelli (1985, p. 96) comments, though, that the 
frequencies of visiting and telephoning were similar among the 
elderly, whereas letter writing was used by those who did not 
visit or telephone. The current study did not differentiate, 
however, between telephone contact and letter writing. 
Overall, the current study shows that the frequency of past 
family telephone/letter use appears to be positively related 
to past telephone/letter friend contact (Tau B=.29, p < 
0.0001). This seems to imply that the persons who made 
telephone calls or wrote letters would have used their social 
skills (and had the necessary motivation) for a whole range of 
their social contacts. Assuming this to be so, it was, 
therefore, not surprising to find that the respondents (41%) 
who had daily telephone/letter contact with their families, 
also had this type of daily contact with their friends. 
Similarly, respondents who were without telephone/letter 
family contact (56%) were equally likely not to have had such 
friend contact. 
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Table 6.3 
Frequency of Past Telephone/Letter Family Contact by Sex 
no family 
every day 
once or twice per week 
once or twice per month 
once every two months or 
never/no need 
less 
male 
% 
(n=74) 
9 
12 
23 
14 
15 
27 
female 
% 
(n=137) 
7 
9 
35 
19 
10 
20 
100 100 
ns. 
Q.: How often were you in contact by telephone or letter with 
your family when you were at your usual place of residence? 
Table 6.4 
Frequency of Past Telephone/Letter Friend Contact by Sex 
no friends 
every day 
once or twice per week 
once or twice per month 
every two months or less 
never/no need 
uncertain 
male 
% 
(n=74) 
12 
10 
19 
16 
15 
28 
0 
female 
% 
(n=137) 
7 
7 
23 
21 
15 
26 
1 
100 100 
ns. 
Q.: How often were you in contact by telephone or letter with 
your friends when you were at your usual place of residence? 
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B. Nursing Home Years 
1. face-to-face present contact 
a. contact with family and friends 
When at the nursing home, 54% of respondents (compared to 67% 
in the past) reported having family visits at least weekly; 
only 10% had daily family contact (compared to 39% who had 
such contact in the past). Furthermore, it was found that 8% 
of the respondents were presently without any family (which 
matches the past figure), and 6% (or 5% in the past) were 
without family visits. Gender differences were slight (Table 
6.5). 
The number of children the respondents had, and the 
respondents' age and marital status, were not significantly 
related to the frequency of these visits. Most of the never 
married (93%) were childless, as well as about a fifth of the 
married, the divorced/separated, and the widowed. Overall, 
after admission, most respondents continued to have the same 
number of children as in the past; only four respondents (2%) 
became childless after admission, making a total of 28% of 
respondents in the study without children. As expected, the 
proportion of the childless respondents is higher by 11% than 
that identified by Kendig and Rowland (1983) in their Sydney 
survey of non-institutionalised aged; this is because 
institutions are believed to attract those who have never 
married and those who are childless. Although York and Calsyn 
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(1977, p. 503) have stated that "the amount of family 
involvement with the patient prior to placement was related to 
the number of visits after placement", this was not entirely 
so in the case of the current study, as the frequency of 
family contact after admission declined for 46% of the 
respondents. Interestingly, 19% increased their frequency of 
family contact post-admission. Nevertheless, those with 
frequent past family contact were more likely than those with 
infrequent contact to continue having frequent present family 
contact. 
Visits by friends (external to the nursing home) tended to fit 
one of three categories: a) once a week or more frequently 
(24%) (compared to 72% in the past), b) once every month or 
less (44%), and c) no visits at all (21%) (compared to 2% in 
the past). No significant gender differences were found (Table 
6.6). Minichiello (1987, p.36)) in his Sydney study of nursing 
home residents has similarly found no gender influence on the 
frequency of family and friend visits. Only 5% of the 
respondents had present daily friend contact, compared to 27% 
who had such contact in the past. Twelve per cent of the 
respondents reported being without any friends (compared to 9% 
in the past). In total, 66% of the respondents experienced a 
decline in the frequency of their friend contact post 
admission; a few respondents (5%) increased their contact, 
however. Spasoff et al. (1978, p. 290) also report that once 
the aged became institutionalised, "friends were less likely 
to visit, and visited less often". 
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Even though trust is believed to be an underlying factor of 
social exchange, especially in friendship relationships, no 
statistically significant relationship was found between 
levels of trust and the frequency of friend contact. Possibly 
this is because, overall, most respondents trusted others, so 
the group that did not trust was too small to cause an impact 
on the results. Overall, a third (31%) of the respondents 
reported trusting most people, a further 18% said that they 
trust only those whom they know, and 13% stated they distrust 
everyone; a quarter (26%) of the respondents were uncertain 
what to think. 
Table 6.5 
Frequency of Present Face-to-Face Family Contact by Sex 
no family 
every day 
once or twice per week 
once or twice per month 
once every two months or less 
no visits at all 
male 
% 
(n=74) 
9 
11 
39 
22 
12 
7 
female 
% 
(n=137) 
1 
B 
47 
21 
9 
€ 
100 100 
ns. 
Q.: How often do you see your family now? 
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Table 6.6 
Frequency of Present Face-to-Face Friend Contact by Sex 
no friends 
every day 
once or twice per week 
once or twice per month 
once every two months or less 
no visits at all 
male 
% 
(n=74) 
13 
4 
20 
16 
24 
23 
female 
% 
(n=137 
12 
6 
18 
21 
23 
20 
100 100 
ns. 
Q.: How often do you see your friends now? 
The respondents with daily family contact reported having more 
frequent contact with friends. This is an interesting 
association especially when looked at with reference to the 
observation made earlier that infrequent family contact 
tends to lead to frequent friend contact. 
Of the small number of respondents without family, a third had 
no friends; most of the remainder saw their friends once or 
twice per week, or at least once per month. Also, over a third 
of the few respondents without family visits were without 
visits by friends. Interestingly, two-third of the respondents 
without friends rated themselves as not having been very well 
off financially, which may suggest that they did not have the 
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resources, including social skills, needed to interact with 
others, or their lack of skills had a number of financial and 
social consequences. Overall, the frequencies of 
past/present family (Tau B=.20, p < 0.0004) and past/present 
friend (Tau B=.24, p < 0.0001) contacts were found to follow a 
similar pattern. 
The socio-economic status (based on the respondents' former 
occupation and educational level reached) was not found to be 
significantly related to the frequency of the respondents' 
social contacts (past and present). This result may reflect 
that few respondents were from a non-working class background. 
Over three-quarters of the respondents (80%) who had been at 
the nursing home for under one year had daily or weekly family 
visits, compared to only a third (37%) of those who had been 
there for 11 or more years who had such frequent contact 
(Table 6.7). This finding suggests that residents who had been 
at the nursing home for a relatively short period were likely 
to retain their frequent family contact (at least for the 
short term), which may decline with long-term residency, 
possibly indicating family abandonment of longer term 
residents. 
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Table 6.7 
Frequency of Present Face-to-Face Family Contact 
by Length of Residency at Nursing Home 
1 
1 
(: 
no family 
every day 
1-2 per week 
1-2 per month 
1 per 2 months 
or less 
no visits 
under 
year 
% 
n=48) 
10 
17 
63 
6 
2 
2 
1-2 
years 
% 
(n=59) 
7 
12 
47 
18 
11 
5 
3-4 
years 
% 
(n=35) 
6 
6 
40 
31 
9 
8 
5-10 
years 
% 
(n=45) 
13 
5 
33 
34 
11 
4 
11+ 
year 
% 
(n=19) 
0 
5 
32 
16 
26 
21 
100 100 100 100 100 
Tau B=.25, p < 0.0001 
Q.: How long have you been living at this nursing home? 
/ How often do you see your family now? 
In contrast, the respondents who had been at the home for an 
extended period of time, that is five years or longer, tended 
to have a similar frequency of friend contact to those who 
had been there for under twelve months (Table 6.8); the reason 
for this result is unknown. 
From the above findings, it appears that frequent friend 
contact may compensate some long-term respondents for being 
without family visits. Again, such an explanation would seem 
to be in keeping with the previous finding which suggests that 
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whenever family contact was inadequate or lacking, contact 
with friends was likely to assume a primary role. This outcome 
does not imply, however, that friend contact would meet the 
same social/psychological needs as family contact (except 
perhaps in special cases where family contact had always been 
non-existent). 
Table 6.8 
Frequency of Present Face-to-Face Friend Contact 
by Length of Residency at Nursing Home 
under 
1 
(n= 
no friends 
every day 
1-2 per week 
1-2 per month 
1 per 2 months 
or less 
no visits 
year 
% 
=48) 
8 
2 
23 
31 
21 
15 
1-2 
years 
% 
(n=59) 
12 
3 
17 
27 
26 
15 
3-4 
years 
% 
(n=35) 
14 
9 
17 
6 
28 
26 
5-10 
years 
% 
(n=45) 
13 
2 
27 
16 
22 
20 
11+ 
years 
% 
(n=19) 
16 
21 
0 
5 
11 
47 
100 100 100 100 100 
Tau B=.04, p < 0.5 
Q.: How long have you been living at this nursing home? 
/ How often do you see your friends now? 
Rettig and Bubolz (1983, p. 421) explain that only "resources 
close in order can partially compensate for one another", 
which means that when family contact based on love is non-
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existent, then friendship contact based on love, or the next 
in line resource, such as status (prestige or esteem), 
service, goods, or information, seems to compensate; spending 
time together (that is, duration of contact) is especially 
vital for such interactions to take place, however. Love is 
the most preferred of all (symbolic) exchange resources 
because it involves no "real term" costs; its value is 
symbolic (Foa and Foa 1974; 1980). 
Although no relationship was found between the size of the 
nursing home and the frequency of family contact, this was not 
the case for friend contact. In fact, it was interesting to 
discover that the respondents in small- and medium-sized homes 
were up to five-times more likely to have frequent friend 
contact than those in the larger homes (Tau B=.13, p. < 0.03). 
The reason for this is unknown, other than to suggest that it 
has something to do with the locality of the homes, as most of 
the small and medium homes were in the country area. This in 
turn would be in keeping with the finding that the country 
respondents reported having more frequent friend contact (see 
end of this sub-section) than was the case for the 
metropolitan ones. 
The married respondents were found to have the most frequent 
(weekly) present family contact (62%), including the highest 
daily contact (18%). This was expected, based on the belief 
that their spouses would be visiting them every day. Next in 
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line for having frequent family contact were the widowed 
(48%), followed by the never married (21%) and the 
divorced/separated (21%) respondents. It was not recorded, 
though, which family members (specifically) were visiting. 
Those most likely to be without family contact were the 
divorced/separated (22%). 
When it came to friend contact, the divorced/separated were 
more likely than the others to report having daily contact 
with friends; the number was small (14%), however. Again, in 
keeping with earlier findings, the respondents with infrequent 
family contact, in this case, the divorced/separated, tended 
to have more frequent contact with friends. Those especially 
likely to have been without any friend contact were the never 
married respondents (33%), who were also more likely than the 
others to have been without any friends at all (20%), but were 
still able to maintain high levels of life satisfaction and 
general happiness. Gubrium (1975) concludes that for the never 
married, infrequent social contact is a part of life, and as 
such is not detrimental to their overall satisfaction/ 
happiness. The married (26%) (of both sexes), on the other 
hand, emerged in the current study as having a greater 
tendency for weekly contact with friends (if they had any 
friends, that is). 
Interestingly, Kendig (1986, p. 173) suggests that married men 
are likely to maintain friend contact with the help of their 
wives as males have been found to be poor at forming strong 
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expressive bonds with others. Although in the current study, 
somewhat more females (84%) than males (73%) said that they 
were able to make friends easily, both sexes were equally 
likely to have weekly contact with their friends. 
Forty-three per cent of the respondents had at least some of 
their family contact outside of the nursing home; a third of 
these were spending most of this time on regular outside 
activities, such as on trips, visits, lunches, or shopping. 
The rest were seeing their family at the nursing home. The 
level of life satisfaction/general happiness was not greatly 
different between the respondents who were going on outside 
visits compared to those who were remaining at the nursing 
home. The length of residency also had no effect on whether 
the respondents went on outside visits or not. 
In contrast, only 16% of respondents were being taken out by 
their friends for trips, visits, or lunches; half of these 
went out regularly. No significant gender differences were 
recorded. 
Compared to the above figures, 50% of the respondents in the 
past had spent their family time on outside visits, shopping 
and so on; and 42% did so with friends. What these figures 
suggest is that although external family contact has decreased 
slightly between past and present, outside activities with 
friends have diminished drastically, as presently very few 
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respondents were seeing their friends outside of the nursing 
home. No metropolitan/country differences were noted here. 
Twenty-one per cent of the respondents in the current study 
had no family in the locality of the nursing home, and 37% 
were without friends there. Females were more likely than 
males to have been without family and friends in the town or 
city of the nursing home; possibly this is because the latter 
were more likely to have spouses in the local area, and those 
divorced/separated had close ties with friends. Most of the 
remaining respondents (no matter what their marital status) 
had one, two or more family members and friends residing close 
to the nursing home (see Tables 6.9 and 6.10). 
The number of family members or friends the respondents had in 
the locality of the nursing home did not appear to have 
affected the frequency of their family/friend contact; 
overall, those with one, two or more family members or friends 
in the locality of the nursing home were just as likely to 
have had frequent or infrequent visits, except perhaps that 
those with over a dozen family members were more likely to 
have daily visits. Of the respondents without family visits, 
half (54%) had no family in the locality, and two-thirds (62%) 
of those without friend visits had no friends there. 
Females (22%) with family in the area were more likely than 
males (10%) to have had a larger number of people, sometimes 
up to 12 or even more, in close proximity (suggesting that 
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they had the possibility of an extensive social network). 
Eighteen per cent of males were not even certain whether they 
still had any friends within driving distance of the nursing 
home. Interestingly, the number of years the respondents had 
spent at the nursing home did not appear related to the number 
of family/friends they had in the locality. 
Country respondents (28%) were more likely than those from the 
metropolitan area (15%) to have been without any family in the 
locality of the nursing home. (Gender differences were not 
responsible here, as similar proportions of males and females 
occurred in both metropolitan and country samples.) Possibly 
the reason is partly due to the traditional out-migration of 
young adults from country (rural) areas, which leads to a 
greater geographical separation of the country elderly and 
their children (Krout 1988). 
Furthermore, metropolitan respondents in the current study 
were found to have a somewhat greater tendency than their 
country counterparts to have a larger number of family members 
in the locality (x', p < 0.05); this difference did not appear 
to have significantly affected the frequency of family 
contact, however. Nevertheless, the country respondents were 
more likely than the metropolitan ones to have weekly friend 
contact (24%); the latter, in turn, tended to have infrequent 
(30%) or non-existent (25%) friend contact. 
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Table 6.9 
Number of Family Members in the Locality of Nursing Home by Sex 
none 
1-2 
3-6 
7-12 
13+ 
uncertain 
male 
% 
(n=74) 
15 
35 
27 
10 
9 
4 
100 
xS P 
femali 
% 
(n=13' 
24 
19 
19 
22 
13 
3 
100 
< 0.01 
Q. : How many of your family members still live in the 
city/town where the nursing home is located? 
Table 6.10 
Number of Friends in the Locality of Nursing Home by Sex 
male 
% 
(n=74) 
female 
% 
(n=137) 
none 35 39 
1-2 15 21 
3-6 19 21 
7-12 5 4 
13+ 
uncertain 
8 
18 
100 
ns. 
8 
7 
100 
Q. : How many of your close friends still live in the 
city/town where the nursing home is located? 
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Overall, the country respondents tended to have more frequent 
friend visits than was the case for the metropolitan residents 
(X', p < 0.01). Perhaps this is not surprising as the country 
respondents were more likely than the metropolitan ones to be 
locals, and as such, their friend ties were more likely to 
have been long-term, and closer, involving more multiplex 
exchanges and therefore higher rates of interaction (Mercier 
and McDonough Powers 1984). 
b. contact with fellow residents 
A third (33%) of the residents, of both sexes, reported 
visiting other residents in their own rooms, mainly to talk. 
Most of the rest did not do so because they considered 
themselves disabled, disinterested, or iinsure whether to do 
this. Some also believed that they did not know the other 
residents well enough, while others thought that they were not 
permitted to visit. Ramsay et al. (1985, p.23) reported a 
reluctance on the part of their nursing home respondents to 
visit each other in rooms due to not knowing anyone very well, 
as well as not being able to offer those visiting such social 
facilitators as a cup of tea. Jones (1972) also found that the 
level of interaction among residents is generally low as 
spatial proximity does not ensure that interactions will take 
place. Interestingly, in the current study, of all the 
respondents, the married were most likely to visit, whereas 
the never married were least likely to do so, possibly in 
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keeping with their lower level of past/present, family/friend 
interactions. No relationship was found between length of 
time at the nursing home and whether other residents were 
visited. 
Three-quarters (76%) of the respondents reported that they 
were more friendly with some respondents than with others, for 
such reasons as "finds them friendly/nice, likes them, 
prefers those not confused, and those with whom shares 
interests". Tesch and Nehrke (1981, p. 324) explain that the 
aged in an institutional setting may regard all residents as 
their friends if they can get along with them; in other words, 
in their definition "friendship was equated with the absence 
of discord". Interestingly, however, Jones (1975) defines 
friendship as occurring when one resident knows the other by 
name, likes conversing with the other and knows something 
about the other. It is likely that in the current study, 
respondents regarded their friendships in a way that would 
have met both of the above definitions. 
About half (56%) of the respondents reported spending their 
spare time with the other residents (see chapter on 
recreation), while nearly a third (28%) spent it alone. As few 
as 8% regarded their fellow residents as important or close, 
but only one respondent would turn to a resident for 
assistance in time of need. These figures indicate that 
friendships are not likely to be readily formed in 
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institutional settings, and that interactions with fellow 
residents are low. This could be because of poor physical and 
sensory characteristics (involving hearing, vision and 
mobility) among the institutionalised aged, and their desire 
to interact with non-residents (Snyder 1973, p. 320). It was 
also observed that structural arrangement of chairs in a 
straight line did not encourage interaction, unlike having 
chairs in a circular fashion around a large table (Snyder 
1973) . 
c. contact with religious minister 
Under a third (27%) of the respondents (both metropolitan and 
country) were seeing their religious minister weekly (no 
comparative past data were collected); these visits may have 
included a church service. Another third (38%) had no visits 
(including 7% who were non-religious). Females (48%) were more 
likely than males (35%) to have been seeing their minister at 
least once per week (x *, p < 0.02); males (38%), on the other 
hand, had a greater tendency than females (27%) to have been 
without such visits. The proportion of respondents who 
regarded themselves as non-religious (see chapter on 
demography) was in keeping with the number who had no visits 
from the church minister. The rest (34%) saw the minister once 
a fortnight or less frequently. 
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2. telephone/letter present contact 
Telephone and/or letter contact was infrequent among the 
respondents at the nursing home; usually family telephone/ 
letter contact was once or twice per week or less, and friend 
contact was once every two months or less. As in the past, the 
respondents with telephone/letter family contact were also 
likely to have current telephone/letter friend contact (Tau 
B=.34, p < 0.0001). No relationship was found between the age 
of the respondents and their telephone/letter family and 
friend contact. 
Forty-five per cent of males and 28% of females reported that 
presently they never make use of telephone/letter family 
contact (Table 6.11), and 51% of males and 42% of females do 
not have such friend contact (Table 6.12); the sex differences 
were not statistically significant, however. The figures for 
non-use are much higher than those in the past, especially for 
males. 
Often the reason given by the respondents for not making use 
of the telephone/letters was that in the past this was 
unnecessary as most had family and friends nearby, so now it 
would be "unnatural" for them to begin doing so. Many also 
felt that it was "a lot of effort" to use a telephone, 
especially as they did not have one at the bedside in the 
nursing home, and writing was a difficult task, "what with 
poor eyesight and not much writing skills". Minichiello (1987, 
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p.32) has given a similar explanation of why the nursing home 
residents in Sydney were reluctant to telephone or write 
letters. 
About half of the respondents (48%) who actually used the 
telephone/letter for family contact had been at the nursing 
home for two years or less. In contrast, the largest group 
(48%) who made use of the telephone/letter for friend contact 
comprised those who had been there for three to 10 years. The 
respondents' age was not a factor of significance here. 
Table 6.11 
Frequency of Present Telephone/Letter Family Contact by Sex 
no family 
every day 
once or twice per 
once or twice 
once every 
never 
two 
per 
week 
month 
months or less 
male 
% 
(n=74) 
9 
3 
19 
16 
8 
45 
female 
% 
(n=137) 
8 
2 
20 
25 
17 
28 
100 100 
ns. 
Q. : How often are you in contac t with your family by 
telephone or l e t t e r now? 
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Table 6.12 
Frequency of Present Telephone/Letter Friend Contact by Sex 
no friends 
every day 
once or twice per week 
once or twice per month 
once every two months or less 
never 
male 
% 
(n=74) 
13 
0 
7 
11 
18 
51 
female 
% 
(n=137) 
12 
2 
5 
17 
22 
42 
100 100 
ns. 
Q. : How often are you in contact with your friends by 
telephone or letter now? 
The never married were least likely to use the 
telephone/letter for contact with family (40%) or friends 
(57%); the same results were found in the past. The 
divorced/separated, on the other hand, were most likely to use 
this form of contact on a weekly basis with family (29%) or 
friends (14%); overall their numbers were small, however. 
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Part II: 
This part of the chapter also deals with the past experiences 
of the respondents, and their current nursing home situation. 
The aim here is to further develop the discussion of social 
contacts, commenced in Part I, but with an emphasis on the 
more subjective aspects of these contacts. The concern is with 
the adequacy and appropriateness of these contacts. 
Whereas the previous section was concerned with past and 
present frequency and type of social contacts, this second 
part concentrates on the respondents' attitudes to their 
social interactions. In other words, the extent to which the 
respondents were happy (past and present) with the frequency 
of their contacts is identified here, as well as their 
feelings of closeness to those with whom they had been 
interacting, and their dependency on others. In so doing, it 
should be possible to identify the reason certain 
interactions were taking place, and to obtain some 
understanding of the contribution of these to the respondents' 
quality of life. 
C. Pre-Nursing Home Years 
1. level of happiness with past contact 
The respondents had been equally happy with both their past 
frequencies of family and friend contact. In other words, 
three-quarters (78%) of those very happy with their past 
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family contact had also been very happy with their past friend 
contact (Tau B=.25, p < 0.0001). Overall, about two-thirds 
had been very happy with all of their past close-tie, social 
contacts; only 2% had been unhappy. Their metropolitan/country 
locality and marital status were not significantly related to 
their past family/friend contacts. Similarly, gender 
differences were not significant (see Tables 6.13 and 6.14). 
The respondents with daily or weekly family contact had been 
especially very happy (76%) with their past contacts, compared 
to those with more infrequent contact, who had a greater 
tendency to be moderately (fairly) happy (Tau B=.43, p < 
0.0001). Similarly, a strong relationship was found between 
past frequency of friend contact, and happiness with that 
frequency (Tau B=.52, p < 0.0001). 
Table 6.13 
Happiness with Past Family Contact by Sex 
no family 
very happy 
fairly happy 
not happy 
male 
% 
(n=74) 
9 
57 
30 
4 
female 
% 
(n=137) 
7 
63 
29 
1 
100 100 
ns. 
Q.: How happy were you wi th t h e number of t imes you had 
contac t with your family when you were a t your usual place 
of res idence? 
1 6 1 
Table 6.14 
Happiness with Past Friend Contact by Sex 
male female 
% % 
(n=74) (n=137) 
no friends 12 7 
very happy 63 67 
fairly happy 22 24 
not happy 3 2 
100 100 
ns. 
Q. : How happy were you with the number of times you had 
contact with your friends when you were at your usual place 
of residence? 
It was also noted that a direct relationship exists between 
past 'happiness' with frequency of family/friend contact and 
that of past life satisfaction (Tau B=.19, p < 0.003, Tau 
B=.20, p < 0.002), and general happiness (Tau B=.15, p < 
0.02), Tau B=.21, p < 0.001). However, no strong relationship 
was found between the 'frequency' of family/friend contact 
(both face-to-face and telephone/letter) and that of life 
satisfaction/general happiness. This finding again appears to 
suggest that it is not the number of contacts that an 
individual has that is important but a subjective perception 
that the level of these contacts is adequate and satisfactory 
(which was also identified to be so by Ward 1985), and 
discussed earlier in the chapter. In fact, this was noted to 
be the case when both happiness with and closeness to social 
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contacts were discovered to be significantly related to life 
satisfaction, whereas frequency of contact was not. In 
reality, however, some people may expect/prefer frequent 
contacts, whereas others may not; if the expected/preferred 
rate is not matched with the obtained rate, life satisfaction 
of the aged may be reduced (Toseland and Rasch 1979-1980), as 
underbenefiting or overbenefiting may be occurring (see also 
chapters on literature review, and data and theory, where 
reciprocity is discussed). 
2. level of past closeness 
Most respondents (74%) reported they had been close to their 
families and friends in the past; however, females (especially 
the widowed) were more likely than males to have been very 
close (see Tables 6.15 and 6.16), and to have had more than 
half a dozen people to whom they felt close (39%). In 
contrast, males (12%) were more likely than females (7%) to 
have been without friends. Overall, most respondents of both 
sexes tended to have had at least one person to whom they felt 
close (Table 6.17). The currently divorced/separated were 
least likely to have been close to their family, and the never 
married were least likely to have been close to their friends 
in the past. No metropolitan/ country differences were found. 
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Table 6.15 
Past Closeness to Family by Sex 
no family 
very close 
fairly close 
not close 
male 
% 
(n=74) 
9 
59 
22 
9 
100 
x ^ p < 0 
female 
% 
(n=137) 
7 
74 
17 
2 
100 
.05 
Q. : How close were you to your family at your usual place 
of residence? 
Table 6.16 
Past Closeness to Friends by Sex 
no friends 
very close 
fairly close 
not close 
male 
% 
(n=74) 
12 
31 
45 
12 
100 
x ^ p < 0 
female 
% 
(n=137) 
7 
50 
39 
4 
100 
.05 
Q.: How close were you to your friends at your usual place 
of residence? 
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Table 6.17 
Past Number of Close Others by Sex 
none 
one or two 
three to six 
seven or more 
uncertain 
male 
% 
(n=74) 
12 
27 
35 
25 
1 
female 
% 
(n=137) 
4 
18 
37 
39 
2 
100 100 
ns. 
Q.: How many people were very close to you when you were at 
your usual place of residence? 
Although the respondents were not asked to define the meaning 
of "closeness", it is assumed that they would have interpreted 
it in the usually accepted 'everyday' usage. Adams (1985-86, 
p.59) has identified closeness as "some aspect of intimacy 
such as confiding, trust, understanding, openness and 
acceptance". 
Interestingly, the levels of past closeness to family were 
found to be related to the levels of past closeness to friends 
(Tau B=.18, p < 0.005). In other words, of those respondents 
who had been very close to their families, half (51%) tended 
to have been very close to their friends; similarly, of those 
who had been fairly close to their families, 72% felt fairly 
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close to friends. However, those without any family or a 
feeling of closeness to family did not seem to have a common 
level of closeness with friends. 
The respondents who had been very close to their family in the 
past were more likely to have had frequent past family contact 
than those not so close, who were more likely to have had 
infrequent or non-existent contact (Tau B=.33, p < 0.0001). 
Similar results were found for past friend contact (Tau B=.37, 
p < 0.0001). Also, the respondents who had been very close to 
their past families were more likely (75%) than those who had 
not been close (10%) to have felt very happy with the 
frequency of their family contact (Tau B=.42, p < 0.0001). 
Again, a similarly strong relationship was found for friend 
contact (Tau B=.50, p < 0.0001). It appears, therefore, that 
closeness to and happiness with social contacts go "hand-in-
hand", and these, in turn, relate directly to the frequency of 
these contacts. 
Over three-quarters (78%) of the respondents who had been very 
close to their family were very satisfied with life (Tau 
B=.16, p < 0.02) and felt generally very happy in the past 
(Tau B=.22, p < 0.0006). A similar pattern of results, but a 
weaker relationship, was found between past friend closeness 
and past life satisfaction/general happiness. 
The people that the respondents were most likely to have been 
close to, having spent their past spare time with them, 
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included spouse (35%), children (27%), friends (26%), 
neighbours (14%), and/or siblings (10%). Sixteen per cent had 
preferred to be alone. More specifically, males had chosen to 
spend their spare time with their spouse (43%), children 
(24%), friends (20%), neighbours (11%), or siblings (11%). 
Similarly, females had spent their spare time with spouse 
(30%), children (29%), friends (28%), in-laws (17%), 
neighbours (17%), or siblings (10%). 
3. level of past dependency 
Although some respondents stated they had been close to 
others in the past, this did not appear to mean that they felt 
they had been dependent upon them. In fact, many reported 
(73%) that they had been independent of their family and 
friends, who in turn had generally not been dependent on them 
in the past; no metropolitan/country differences were noted. 
The term 'dependency' in this case is very much a function of 
the respondents' individual definition of its meaning. 
The relevance of dependency to the study is two-fold. Firstly, 
it is expected to identify how the respondents perceive their 
social exchange role in relation to others, whether in a 
dependent or an independent (meaning in a more socially 
powerful) mode, and who are 'the others' involved. Secondly, 
it should show whether the dependency issue has any bearing on 
how the respondents perceive their levels of life 
satisfaction/general happiness. 
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Only 6% of the respondents said that they had been very 
dependent on others, and 20% regarded themselves as having 
been fairly dependent in the past. Conversely, 33% of the 
respondents had other people fairly dependent on them, and 7% 
had very dependent others. No gender (see Tables 6.18 and 
6.19) differences were found. Overall, past dependency and 
past others' dependency were directly related (Tau B=.13, p < 
0.05), but only in so far that the independent respondents 
were more likely than the dependent ones not to have had 
others dependent on them. 
It was also interesting to note that past dependency appeared 
to have had no effect on past life satisfaction/general 
happiness. The respondents (of both sexes) who had been very 
dependent on others (75%) were just as likely as the 
independent ones (75%) to have been very satisfied with 
life/generally happy. 
Those respondents who reported that they tended to be asked 
for help in the past, often had requests from two or more 
others, including spouse, children and neighbours/friends 
(Table 6.20). The multiple-seekers of help comprised the 
largest group for both sexes. Even so, a third of the 
respondents (38%) had no one seeking help from them. Of these, 
females were more likely (41%) than males (34%) not to have 
had anyone seeking their assistance, possibly because males 
were more likely to have had their spouses turn to them for 
help (or at least it has been so reported). 
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Table 6.18 
Past Dependency on Others by Sex 
male female 
% % 
(n=74) (n=137) 
very dependent 4 6 
fairly dependent 24 18 
not dependent 72 74 
xincertain 0 2 
100 100 
n s . 
Q.: How dependent were you on others when you were at your 
usual place of residence? 
Table 6.19 
Others' Past Dependency by Sex 
very dependent 
fairly dependent 
not dependent 
uncertain 
male 
% 
(n=74) 
5 
37 
54 
4 
female 
% 
(n=137) 
8 
31 
60 
1 
100 100 
ns. 
Q.: How dependent were others on you when you were at your 
usual place of residence? 
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Table 6.20 
Past Seekers of Help by Sex 
male 
% 
(n=74) 
34 
12 
11 
10 
20 
7 
1 
female 
% 
(n=137) 
41 
4 
12 
14 
21 
4 
1 
no one 
spouse 
children 
friend/neighbour 
two or more of the above 
other 
uncertain 
~100 100 
ns. 
Q.: When you were at your usual place of residence, who were 
the people most likely to turn to you for help when faced 
with a problem? 
When it came to needing help, males (27%) were more likely 
than the females (16%) not to have sought the assistance of 
others. Notwithstanding this, some of the males (23%) were 
more likely than females (15%) to have sought help from their 
spouses (Table 6.21). Similarly, Strain and Chappell (1982) 
have stated that males in their study were more likely than 
females to name their spouses as confidants, or not to have 
a confidant at all. Females, however, were more likely to have 
asked more than one person for help (14%). Both males and 
females were almost equally likely to report having in the 
past turned for assistance to their children, followed by 
seeking assistance from siblings, and then neighbours. No 
attempt was made, though, to identify the type of help 
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involved, such as whether it was emotional or instrumental 
(as defined by Wan 1982). 
However, in keeping with the above findings. Shannon (1984, p. 
62) had similarly reported that the aged "turn first to 
family, then to neighbours or friends, and only as a last 
resort do they turn to formal sources of assistance..." Other 
researchers (Kohen 1983; Lowenthal and Haven 1968) have stated 
that men generally turn to their wives for emotional support, 
whereas women turn to their children or other family members, 
which was also found to be the case in the current study. 
Table 6, 
Past Providers of 
no one 
spouse 
children 
siblings 
neighbour/friend 
solicitor/other professionals 
two or more of the above 
other 
uncertain 
.21 
Help by Sex 
male 
% 
(n=74) 
27 
23 
11 
3 
7 
5 
8 
10 
1 
female 
% 
(n=137) 
16 
15 
30 
6 
7 
1 
14 
10 
1 
100 100 
X ', p < 0.02 
Q. : Whenever you had a problem when you were at your usual 
place of residence, to whom did you most likely turn for 
help? 
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D. Nursing Home Years 
1. level of happiness with present contact 
While at the nursing home, most respondents of both sexes were 
either very (51%) or fairly (30%) happy with their family 
contact (Table 6.22). The reverse was true of contact with 
friends, as here fewer were very (30%) happy (Table 6.23); 
gender differences were not significant. Nevertheless, a 
relationship was found (similar to that in the past) between 
present happiness with family and friend contact, as those 
very happy with their family contact were more likely than 
the others to be very happy with their friend contact (Tau 
B=.21, p < 0.0006). Furthermore, the majority of both sexes 
(89%) who received visits from their religious minister were 
happy with these visits, but mostly for no special reason, or 
were uncertain as to why. 
Table 6.22 
Happiness with Present Family Contact by Sex 
no family 
very happy 
fairly happy 
not happy 
uncertain 
male 
% 
(n=74) 
9 
43 
37 
10 
1 
female 
% 
(n=137) 
8 
56 
26 
10 
0 
100 100 
ns. 
Q.: How happy are you with the number of times that 
you have contact with your family? 
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Table 
ness with Present 
no friends 
very happy 
fairly happy 
not happy 
uncertain 
6, .23 
Friend Contact 
male 
% 
(n=74) 
17 
26 
50 
4 
3 
by Sex 
female 
% 
(n=137) 
14 
32 
45 
7 
2 
100 100 
ns. 
Q. : How happy are you with the number of times that 
you have contact with your family? 
Of the respondents who had been very happy with their past 
family contact, two-thirds (64%) continued to be so currently 
(Tau B=.30, p < 0.0001); however, only a third (39%) of those 
who had been very happy with their past friend contact 
remained so currently, as most have become "fairly" happy (Tau 
B=.35, p < 0.0001). The respondents' age, length of stay at 
the nursing home, country of birth, or the metropolitan/ 
coiintry locality did not appear to have had any effect on 
their present happiness with the frequency of their family/ 
friend contacts. 
The married (62%) and the widowed (53%) tended especially to 
be very happy with the frequency of their family contact. The 
never married (43%) and the divorced/separated (36%), on the 
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other hand, were more likely to have been fairly happy. 
Similar differences did not occur for contact with friends. 
The respondents who had daily (70%) or weekly (74%) family 
visits were often very happy with the frequency of their 
contact, whereas those without any contact (54%) tended to be 
unhappy (Tau B=.50, p < 0.0001). This did not occur to a 
similar extent with friend contact, as the respondents who 
had daily contact with their friends were very happy (64%), 
but those without such contact tended to remain moderately 
(fairly) happy (44%) (Tau B=.44, p < 0.0001). Possibly the 
reason for the latter was because the respondents accepted 
that friends had no real responsibility (or obligation) to 
visit them, or that friends themselves were too old/ill to 
visit. 
It was also found that the respondents who had been very happy 
with their family/friend contact were about twice as likely as 
the unhappy ones to have been very satisfied with their 
nursing home (see chapter on accommodation). Of those who had 
been very happy with their family contact, 40% had been very 
satisfied with life, but none of the unhappy felt so (Tau 
B=.20. p < 0.002). Similar results were found for happiness 
with friend contact and life satisfaction (Tau B=.25, p < 
0.0001), but a weaker relationship between happiness with 
family/friend contact and overall feelings of general 
happiness (Tau B=.06, p < 0.3/Tau B=.12, p < 0.06). However, 
it needs to be noted that factors other than frequency of 
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visits may be responsible for a positive relationship here. 
For example, Gottesman (1974) reports that residents with 
frequent visits appear to receive more attention from staff; 
this in turn may possibly lead to better morale, and a better 
feeling of self and one's life. 
Similar conclusions were made by other researchers who stated 
that as social activity (referring to family/friends) 
increased, so did self-rated happiness/life satisfaction 
(well-being); when it decreased, the opposite occurred 
(Palmore and Kivett 1977; Graney 1975; Pihlblad and Adams 
1972). Mugford and Gibson (1986, p. 17) point out though that 
a "balanced combination of kin and friends is important for 
the well-being of the elderly", as is a high level of contact 
(Lowenthal and Haven 1969; Riley and Foner 1968; Rosow 1967). 
No relationship was found in the current study, however, both 
past and present, between the frequency of family/friend 
contacts (including present visits by religious minister) and 
life satisfaction/feelings of general happiness. What was 
noted was that the satisfied respondents were more likely 
(36%) to visit other residents in their rooms than the 
dissatisfied ones (22%); no such relationship was found 
for general feelings of happiness and resident visits. 
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2. level of present closeness 
Females continued to be very close to their families (68%), as 
they had been in the past, while males were less likely to 
have been so (55%) (see Table 6.24). A third (33%) of the 
respondents (of both sexes) tended to be fairly close to their 
friends; the rest were either very close (26%), or not close 
(29%) (Table 6.25). 
Of the respondents who reported being very happy with their 
present family contact, most (92%) were very close to their 
family (Tau B=.63, p < 0.0001). Also, of those who were very 
happy with their present friend contact, over a half (56%) 
were very close to their friends (Tau B=.45, p < 0.0001); the 
overall nxunbers were small, however. 
Table 6.24 
Present Closeness to Family by Sex 
no family 
very close 
fairly close 
not close 
male 
% 
(n=74) 
9 
55 
20 
16 
female 
% 
(n=137) 
8 
68 
17 
7 
100 100 
ns. 
Q.: How close do you feel to your family now? 
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Table 6.25 
Present Closeness to Friends by Sex 
male 
% 
(n=74) 
13 
22 
34 
31 
female 
% 
(n=137) 
12 
29 
32 
27 
no friends 
very close 
fairly close 
not close 
~100 100 
ns. 
Q.: How close do you feel to your friends now? 
The relationship between present 'closeness' to social 
contacts and present life satisfaction/general happiness was 
not as strong as that between present 'happiness' with social 
contacts and present life satisfaction/general happiness. Only 
about 10% of the respondents who felt very close to their 
family/friends were also very satisfied with their present 
life (Tau B=.13, p < 0.03/Tau B=.17, p < 0.005); the 
relationship between present closeness and feelings of general 
happiness was much weaker. (For more information, refer to the 
chapter on life perception.) 
Furthermore, the respondents who were very close to their 
family were more likely (as in the past) to report having 
frequent present family contact, whereas those who were not 
close tended to have infrequent or non-existent contact (Tau 
B=.46, p < 0.0001). Similar results were found for present 
friend contact (Tau B=.43, p < 0.0001). 
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Also, a significant relationship (Tau B=.19, p < 0.002) 
(similar to that in the past) was noted between the levels of 
family and friend closeness, which appears to show that 
institutional living has not been able to alter this. What 
has changed, however, is that not all of the respondents who 
had been very close to their families in the past have 
remained so now, and even fewer have continued to feel very 
close towards their friends. This is possibly because the 
respondents were no longer seeing their family and friends as 
often as they did in the past. 
Nevertheless, past family closeness was found to be strongly 
correlated with present family closeness (Tau B=.50, p < 
0.0001); similar results were noted for past/present friend 
closeness (Tau B=.39, p < 0.0001). In other words, overall, 
the respondents who had been close to their family and friends 
continue in a similar fashion to be so presently. Smith and 
Bengtson (1979) have also discovered through their study that 
institutionalisation mostly brought about a continuation or 
even a renewal in family closeness. 
The younger respondents (60-69 years of age) (53%) in the 
current study were more likely to be very close to their 
friends than was the case for the older ones (80 years and 
above) (26%). The reason for this is unknown as neither gender 
nor length of residency is related in a statistically 
significant way to the age of the respondents; possibly the 
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older respondents had lost some/all of their very close 
friends through death, or their friends were too old/ill to 
maintain any contact whatsoever with them. No such 
relationship was found between age and family closeness, 
however. 
Furthermore, the respondents who had been at the nursing home 
for under 12 months were especially likely to be close to 
their family, whereas those with 11 years or more were less 
likely to be so close. Without doubt the reason for this is 
that the recently admitted respondents had very frequent 
contact with their family, so they continued to be close to 
them, whereas the long-term residents had infrequent or non-
existent family contact so naturally they would have felt less 
close. Those who had been at the home for 11 years or longer 
were also less likely (42%) than the other respondents to be 
close to their friends (as among these there may have been 
newly made ties); the numbers were small, however. Miller and 
Beer (1977, p. 272) similarly found that "the largest number 
of no close relationships were attributable to the longest 
stay residents". 
In the current study, males named the following people as most 
important and closest to them, children (49%), siblings (27%), 
spouse (23%) friends (26%), grandchildren (18%), in-laws 
(15%), and nurses (11%). The percentages in brackets indicate 
the actual proportion of males who named the people listed. In 
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comparison, females mentioned children (64%), grandchildren 
(29%), friends (29%), in-laws (26%), siblings (17%), spouse 
(9%), and nurses (7%). 
The above results show is that males were more likely to 
choose spouse, siblings, and nurses; while females chose more 
often children, grandchildren, friends, and in-laws. What may 
not be obvious at a glance is that most of the people 
identified by males and females, respectively, were those they 
had spent their spare time with in the pre-nursing home years. 
This being so, it can be assumed that the respondents have 
continued to feel close to and consider important the same 
people now as they did in the past. Similarly, Kahana et al. 
(1985) report that they found no significant changes in the 
number of people their study participants were close to or 
interacted with before and after nursing home placement. 
For the married respondents in the current study, the people 
presently closest and most important to them included spouse 
(74%) and children (62%); for the widowed, children (73%), 
grandchildren (32%), and friends (29%); for the divorced/ 
separated, children (43%), grandchildren (36%), friends (43%), 
and siblings (29%); and for the unmarried, siblings (47%) and 
friends (33%). 
Kendig and Rowland (1983, p.647) also report that spouse and 
children were the first choice in time of need for their 
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respondents; other people became supplementary help or 
substitute only if spouse and children were not available. 
Similar findings were obtained by Tobin and Kulys (1980) and 
Troll et al. (1979). However, Cicirelli (1975, p. 96) states 
that "where the elderly have never married, or are childless, 
divorced, or widowed, they may feel especially close to their 
brothers and sisters". Other studies have also shown that 
siblings are important supports to the unmarried (Shanas 
1979b; Johnson and Catalano 1981; Kendig and Rowland 1983; 
Minichiello 1987) . 
3. level of present dependency 
Most respondents saw themselves as either moderately (fairly) 
dependent on others (42%), or completely independent of them 
(37%) (Table 6.26). Also, the majority (82%) believed that 
others were no longer dependent on them (Table 6.27). Gender, 
age, health, country of birth, and marital status differences 
were not significantly related to dependency (past and 
present). In the past, twice as many felt independent of 
others as do now (Tau B=.14, p < 0.02). In addition, many more 
respondents thought that in the past others had been dependent 
on them than think so now. Dependency is treated here in its 
broadest sense, and is open to the interpretation of the 
respondents as such; it is likely to encompass a spectrum of 
factors (directly or indirectly- refer to chapters on health 
and life perception). Dependency could in fact be said to 
incorporate such concepts as limited resources, non-
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reciprocity and one's inability to maintain normative 
standards of everyday living (Aitkenhead 1984). 
Table 6.26 
Present Dependency on Others by Sex 
very dependent 
fairly dependent 
not dependent 
male 
% 
(n=74) 
22 
40 
38 
female 
% 
(n=137) 
20 
44 
36 
100 100 
ns. 
Q.: How dependent do you feel on others now? 
Table 6.27 
Others' Present Dependency by Sex 
very dependent 
fairly dependent 
not dependent 
male 
% 
(n=74) 
1 
12 
85 
female 
% 
(n=137) 
4 
15 
80 
100 100 
ns. 
Q.: How dependent are others on you? 
The independent respondents were more likely than the others 
to report being happy with the frequency of their family and 
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friend contact (Tau B=.07, p < 0.3). Similarly, they were more 
likely, particularly more so than the very dependent 
respondents, to be satisfied with life (Tau B=-.13, p < 0.03), 
and to be generally happy (Tau B=-.10, p < 0.1) (no such 
relationship was found in the past). The longer the 
respondents' residency at the nursing home, the more likely 
they were to assess themselves as independent of others (Tau 
B=.13, p < 0.02); for example, 29% of the respondents with 
under 12 months at the nursing home reported that they were 
independent of others, compared to 53% of those who had been 
there 11 or more years. The reason for this is unknown, but 
possibly it is linked in some manner to the way "long term" 
institutionalisation, as a care-giving environment, affects 
the individuals' ability to interpret correctly their 
capabilities, which are rarely put to test. 
When dependency was examined with reference to the nursing 
home location, certain disparities emerged. Above all, it was 
noted that over three quarters (78%) of the country 
respondents felt dependent on others, compared to only half 
(50%) of the metropolitan ones who did so (Table 6.28). This 
is especially interesting as such differences were not 
recorded for past dependency and others' past/present 
dependency. Perhaps the current dependency is related to the 
types of nursing homes located in the metropolitan/country 
areas. 
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Table 6.28 
Present Dependency on Others by Metropolitan/Country Locality 
metropolitan country 
very dependent 
fairly dependent 
not dependent 
(n=115) 
16 
34 
50 
(n=96) 
26 
53 
21 
100 100 
X *, p < 0.001 
Q.: How dependent do you feel on others now? 
In fact, dependency was found to be in some way linked to the 
size of the nursing home. It was noticed, for example, that in 
the small and middle sized homes, the respondents (49%) tended 
to consider themselves as fairly dependent on others, whilst 
in the larger homes (more common in the metropolitan area) 
they were mainly (57%) independent (x', p < 0.01). Possibly 
this has something to do with the number of beds in the wards, 
as the larger homes were more likely to have private or two 
bed wards, whereas the other nursing homes tended to have more 
beds in each room (see chapter on accommodation), which may in 
turn have determined the way care was provided. 
Interestingly, it was found that those in single rooms were 
more likely than the others to consider themselves independent 
of others (40%), while those sharing with six or more were 
least likely to think so (9%). The reason for this is 
uncertain, as those in single rooms (refer to chapter on 
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accommodation) were more likely than the other respondents to 
report having health problems. But then because health was 
found to be unrelated to dependency (see chapter on health), 
other factors are involved. 
It was also noted that the very dependent respondents (35%) 
were most likely to be dissatisfied with life; in comparison, 
the independent ones (36%) tended to be very satisfied (Tau 
B=-.13, p < 0.03). At the same time, a quarter (26%) of the 
very dependent respondents were equally very satisfied with 
life, which must mean that reasons other than dependency may 
come into effect here, which can affect a person's well-being. 
Similar results were obtained when dependency levels were 
considered in relation to the respondents' feelings of 
happiness (Tau B=-.10, p < 0.1). 
Currently when in need, a third (33%) of the respondents would 
turn to their children for help, with females being twice as 
likely as males to do so (Table 6.29). For males, the people 
they would be especially likely to turn to included spouse, 
siblings, friends, or the sister-in-charge at the nursing 
home; some would prefer not to turn to anyone (8%). Females 
have also chosen the sister-in-charge as an alternative 
'helper' to that of their own children. A few respondents said 
that they would turn to more than one person (13%). No 
difference was found between metropolitan and country 
respondents. Literature on sex differences regarding emotional 
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support has also shown that women tend to turn to their 
children, whereas men turn to their spouses (Depner and 
Ingersoll-Dayton 1985). A possible reason for this is that 
women are more likely to be widows, and therefore spouse-less. 
Likely Present 
no one 
spouse 
children 
grandchildren 
sibling/s 
friend/s 
nurse/s 
sister-in-charge 
two or more of 
other 
uncertain 
the 
Table 6.29 
Providers of 
above 
male 
% 
(n=74) 
11 
t 
20 
1 
11 
t 
7 
i 
14 
? 
•3 
100 
X 
Help 
S P 
by Sex 
< 
female 
% 
(n=137) 
S 
2 
40 
1 
S 
2 
t 
7 
12 
11 
t 
100 
0.02 
Q.: If you had a problem right now, to whom would you turn 
for help? 
Shanas (1962) reports, however, that 85% of the aged with 
children would turn to a child, rather than a spouse, for help 
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in time of need. Similarly, Cicirelli (1987) suggests that for 
most of the elderly, their children would be the primary 
source of help. Shore's (1985, p. 108) comprehensive summary 
on the hierarchy of help-giving shows that "relatives are 
likely to provide help before friends, and of relatives, a 
spouse, if available, is likely to provide the most help; then 
an adult child will be called upon". However, a formal agency 
would be the last place to which the aged would turn (Shanas 
1979a). The help that the aged are likely to require from 
others may be socio-emotional (based on affection) and 
instrximental (meaning advice, information and so on) (Thoits 
1982) . 
Furthermore, it was found that the divorced/separated and the 
widowed were more likely to turn to a larger number of people 
for support than was the case for the married and the never 
married, possibly because they required different people to 
fulfil their various needs. As expected, siblings were 
especially significant to the divorced/separated and to the 
never married; it is likely that this is because these 
respondents have not developed new generation networks so they 
must rely on old family ties, or they have lost contact with 
younger members, due to separation, or divorce. Friends were 
also mentioned most often by those other than the married. 
Some of the above findings are in keeping with those given by 
Lopata (1978) who explains that siblings do not feature in the 
widows' support system, for example, as children satisfy all 
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the needs of the widowed. Mugford and Gibson (1986, p. 17) 
state, on the other hand, that the size of a social network is 
as significant to an elderly person's well-being, as the 
qualitative aspect of the supports; however, significant 
others are especially important, if they act as confidants. 
Over a half of the respondents (59%), both male and female, in 
the current study have stated that no one comes to them for 
help any more (Table 6.30). Forty-three per cent, however, 
were uncertain as to why others have stopped coming to them 
for advice or help; some (14%) reported that this may have 
been because they were presently unable to help, or that their 
help was no longer needed (8%). Despite this, a small number 
of respondents (6%) had more than one person turn to them for 
help. Dowd (1975) explains that as power resources decline 
with age, giving and receiving supports becomes an issue of 
increasing importance. Interestingly, however, no 
statistically significant relationships (both past and 
present) were found between giving/seeking help and life 
satisfaction/general happiness, which means that the 
respondents' levels of life satisfaction/general happiness 
were not affected by whether others sought their help, or 
whether the respondents themselves sought help from others. 
Also, those who did not exchange help or assistance with 
others did not have a greater tendency than the others to be 
lonely, alone, sad, depressed, inferior, or worried. These 
results may suggest that many of the respondents have adjusted 
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to exchanges based on delayed or unequal reciprocity (where 
resources of different value are exchanged- see chapters on 
literature review, and data and theory). 
Table 6.30 
Likely Present Seekers of Help by Sex 
no one 
spouse 
children 
grandchildren 
sibling/s 
friend/s 
resident/s 
nurse/s 
two or more 
other 
of the above 
male 
% 
(n=74) 
59 
7', 
15 
0 
4 
4 
? 
0 
3 
1 
female 
% 
(n=137) 
'.^ Sr^ iSf 
4 
12 
1 
1 
1 
w 
1 
? 
1 
100 100 
ns, 
Q.: Who is likely to turn to you for help now? 
As expected, a direct relationship was identified in the 
current study between givers and receivers of help (x ', p < 
0.001). The respondents who were asked for assistance (41%) 
tended to be approached, though not often and not always, by 
the same people on whom they themselves relied for assistance. 
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These included spouse (50%), children (21%), siblings (27%), 
friends (30%), nurses (18%), and the sister-in-charge (13%). 
The percentages in bracket indicate to what extent this 
happened. 
What this means is that, on the whole, the respondents 
expressed a preference for approaching the same person to help 
them now (if alive), as they had done in the past (x *, p < 
0.001). The extent to which they were likely to do so is shown 
in the brackets: spouse (16%), children (67%), siblings (40%), 
and friends (50%). What we seem to have here are some possible 
cases of deferred (with children), or generalised reciprocity. 
The respondents did not, however, retain all of their previous 
exchanges, as the above figures show when compared with past 
results. 
Wentowski (1981) defines deferred reciprocity as based on 
balanced exchanges, where goods and/or services are "repaid" 
in kind, but unlike immediate reciprocity, there is a delay in 
repayment, involving trust, which provides security for the 
aged; with generalised reciprocity, an unequal repayment is 
expected, however, as benefits may be obtained from achieving 
the well-being of another (see also literature review 
chapter). The aged may in fact be overbenef iting with their 
children, have equitable relationships with spouses, and 
equitable or underbenefiting ones with friends (Ingersoll-
Dayton and Antonucci 1988, p. s.66). 
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The reason the relationships between the aged and their 
spouse/children may continue, even though technically the 
exchange is unreciprocated, is because in the past, the aged 
would have provided more support than they would have 
received. In other words, they would have invested in their 
children, especially with expectations of future returns 
(Hanson and Sauer 1985; Ingersoll-Dayton and Antonucci 1988; 
Antonucci and Akiyama 1987). 
In keeping with the above findings, the current study shows 
that those who no longer have a spouse (38%), as well as those 
who have moved away from their past neighbours (30%), are now 
more likely to be turning to their children for help. The 
respondents who used to turn to no one are also moving more 
toward seeking help from their children (17%). However, those 
who tended to rely on siblings (27%) are now more likely to 
be turning to the sister-in-charge at the nursing home, 
possibly because their siblings are no longer alive or are 
unable to help. 
Of the respondents from whom others have sought help in the 
past, only their spouse or children continue to do so 
currently; more specifically, 33% still report having a spouse 
who comes to them, and 46% continue to have children seeking 
their assistance. Most of the rest seem to have lost their 
help giving role, or have replaced it, in a small way, with 
another type of a relationship, involving fellow residents, 
for example. 
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Here we have a changing system of social exchanges, where the 
respondents are turning to alternative help givers, and are 
discovering (perhaps without surprise) that others are also 
moving away from them as providers of help. Power and 
resources used in social exchanges are altering as well. What 
were once predominantly love or friendship based exchanges are 
being replaced by instrumental ones. Now the staff (who have 
authority and legitimate-expert power) are significantly 
interacting with the respondents and as such are offering a 
professional service which the respondents must accept in 
their subordinate role of nursing home patients, where the 
residents may only be able to offer obedience and respect for 
the benefits they receive. A power imbalance is likely to 
emerge here, because the respondents no longer have equally 
valuable resources for immediate exchange with others (refer 
to literature review chapter). As a result, such instrumental 
exchanges are likely to be asymmetrical (Wellman 1981; Rook 
1987). 
The sister-in-charge was nominated as the only person to whom 
half of the respondents (51%), both male and female (but two-
thirds from metropolitan homes), would turn for help, if 
necessary, of the people at the nursing home; she was thought 
to know best what to do in case of need, as she was seen as a 
person of authority. Although the majority had no one (76%) 
turning to them for help at the nursing home, 15% of both 
sexes, found that other residents were sometimes needing their 
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advice, or support. The help givers themselves, however, 
tended to a) ask no one for advice, b) go to other residents 
for help, or c) turn to a social worker, if one was available. 
The remaining respondents would turn to a nurse, a doctor 
(mostly those from country homes), or a social worker. 
Interestingly, it was found that those respondents who 
reported that they were independent of others had a greater 
tendency to select the sister-in-charge as the person they 
would turn to in case of need, whereas the very dependent 
ones were more likely to nominate the nurses (x *, p < 0.04), 
possibly seeing their direct care-giving role as more useful 
to them. 
Fifty-five per cent of the respondents reported able and 
willing to help other residents, whether it be by making cups 
of tea for them, or in some other simple way. Females were 
more likely than males to name specific helping tasks; males, 
on the other hand, preferred to make a general offer of 
assistance; metropolitan and country respondents did not 
differ in this respect. Some respondents (23%) felt too 
disabled to help, and most of the rest (10%) were not 
interested in doing anything for others. 
E. Conclusion 
A number of interesting social patterns can be identified. To 
begin with, the study has shown that (both in the past and 
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present) the respondents with frequent family contact tended 
to have frequent contact with friends; interestingly, however, 
those with infrequent family contact were also more likely to 
have frequent friend contact. 
It was also discovered that females tended to have more 
frequent and closer relationships with their family and 
friends than did males (which is expected as men are believed 
to have less developed abilities in forming strong expressive 
ties with others); and that the marital status had a 
statistically significant effect on social contacts. The 
respondents who were very satisfied with being at the nursing 
home were especially likely to be very happy with their family 
contact. Similar results were found for contact with friends. 
In all, the respondents tended to be close to their family and 
friends. 
A comparison of pre-nursing home years with the current 
situation has revealed that, overall, family and friend 
contact is declining in frequency and, therefore, closeness 
for the respondents. For example, contact with family has 
mainly diminished from daily visits in the past to weekly 
visits now, and contact with friends has deteriorated mainly 
from weekly visits to monthly visits, or no visits at all. 
Telephone/letter contact has also decreased. Nevertheless, 
those with relatively frequent contact have been able to 
remain close to their family/friends. Because family contact 
was more likely than friend contact to remain frequent, the 
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respondents tended to retain their feelings of closeness 
towards family rather than friends. Those who have been happy 
with the frequency of their family/friend contact, and have 
been close to their social contacts, tended also to be 
satisfied with their life and felt generally happy; similarly, 
a direct relationship was found between present dependency 
(but not so in the past) and present life satisfaction/general 
happiness. However, no relationship was noted between the 
frequency of social contacts and life satisfaction/general 
happiness, indicating that the quality rather than the 
quantity of contact was of greater significance here. 
Furthermore, there has been a change in the social support 
networks. The respondents have not been able to retain many of 
their past supports, and they were no longer part of others • 
support networks. It is probable, therefore, that changes have 
occurred in at least some of the social resources exchanged 
and the social power held. The latter is possibly evident in 
the reported decline of the respondents' dependency status 
from an independent to a dependent level, which is likely to 
mean less power (that is, less ability to initiate or 
participate in interaction), and fewer desirable resources in 
the hands of the respondents. Metropolitan and country 
respondents differed the most when it came to dependency; it 
is uncertain as to why country respondents felt much more 
dependent on others than did the metropolitan ones; a possible 
explanation may be related to the ward-sizes (as outlined in 
Chapter V). 
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The respondents who in the past relied upon no one for help in 
time of need, now were preferring to seek help from many 
sources, such as nursing home staff (22%), children (17%), and 
other family members (14%); a quarter (24%) still would not 
ask anyone, however. Those who used to turn to the spouse for 
assistance, would now turn to their children (38%), or the 
spouse (16%), if one was still alive, whereas those who turned 
to their children would mostly continue to do so (67%). Those 
who had been relying on siblings would still turn to a brother 
or a sister (40%), or to the sister-in-charge (27%). Friends 
would continue to be asked for help (50%), and so would past 
neighbours (30%). 
The respondents who had their siblings, friends and neighbours 
turning to them for assistance in the past, believed that no 
one would presently continue to ask them for help. However, 
those with spouses still living thought that their spouses 
would continue to seek their assistance (33%), and so would 
some of their children (46%) who used to come to them in the 
past. Most of those who had no one turning to them for 
assistance, believed that they would continue (75%) in the 
same way now. 
On the positive side, even though the respondents have less 
frequent present social contacts, and partly changed support 
networks, compared to their pre-nursing home years, some of 
the sameness has remained. Family and friend interactions have 
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been mainly retained (even though in a modified form, possibly 
involving deferred reciprocity), and a few new exchanges 
added (such as generalised reciprocity). The majority of the 
respondents have in fact continued to be happy with their 
social contacts, so it is believed that their well-
being/quality of life in this context may be assured. However, 
it needs to be noted that there are now fewer very happy 
respondents, and slightly more unhappy ones. 
The benefits that the respondents may have been receiving from 
their interactions have included love, trust, closeness, 
happiness, satisfaction, and visits, to name a few. The cost 
for some would possibly have been in the form of assuming a 
secondary, dependent role, thereby, offering compliance in 
return for others' emotional or instrumental support; 
dependency would therefore have meant being in an asymmetrical 
relationship. In this case, restricted health and ageism is 
thought to contribute to the respondents having less valuable 
and limited social resources, and reduced social power, which 
in turn is believed to be affecting their social exchanges. 
Nevertheless, the benefits of being involved in interactions 
with others appear to outweigh any associated costs, which 
assures that social interactions continue to occur, and these 
in turn may contribute to the respondents' well-being. 
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F. Towards Other Life Domains 
It is thought that poor mobility, hearing defects, and certain 
other physical health problems may affect the frequency and 
intensity of the respondents' social contacts. Psychological 
health, particularly depression, may also have some effect on 
the respondents' social relationships. To determine whether in 
fact past or present social contacts have been affected by 
changes in health, it is necessary to turn to the following 
chapter on health. 
Similarly, a chapter on recreation (which comes later) may 
provide some additional data relevant to the assessment of 
social contacts. The section dealing with club membership, and 
other group activities would be especially pertinent. It is 
expected to show whether respondents were 'boosting up' their 
social contacts through recreational/club activities, and 
whether their level of participation was in any way linked to 
the frequency of their family and friend interactions. 
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CHAPTER VII.: Health- Past and Present 
This chapter is specifically concerned with identifying 
statistically significant relationships involving health 
(predominately physical) and other life domains. Special 
attention is given to examining how a decline in health can 
affect other domains, and what health problems may have caused 
the respondents to move from their pre-nursing care 
accommodation to their current nursing homes. The implication 
on health of such factors as gender, marital status and 
metropolitan/country locality will also be considered. 
It is thought that poor health may cause a power imbalance for 
the aged due to a possible loss of certain social resources, 
which in turn may lead to altered social exchanges. Changes in 
health, for example, may lead to less mobility, which may have 
a direct influence on interaction. Similarly, the quality of 
life, again measured in terms of life satisfaction and general 
happiness, is expected to be affected by changes in health. 
As part of data collection, the respondents were asked to 
self-appraise their health, and to identify any health-related 
difficulties they have had in the past, and/or may have 
presently. This procedure was used to obtain information on 
the respondents' physical and, to some extent, psychological 
health, and to determine their health-related dependency. As a 
result, respondents were asked to name their health problems. 
199 
to assess their level of ill-feeling, to report on the 
frequency of medication-taking, and to answer a series of 
questions from which a detailed background on their health 
could be compiled. 
The self-assessed health approach was selected for a number 
of reasons. Without subjective reports, changes in health, as 
these are perceived to have occurred over time, could not have 
been determined. Furthermore, self-assessed health can easily 
be linked to other important areas of self-evaluation, such as 
those concerned with ascribing values to social resources and 
power in exchange relations, and to the perception of 
satisfaction and happiness in the understanding of well-being. 
The accuracy of self-assessment in health diagnosis is 
supported by a number of studies. For example, Maddox and 
Douglass (1974) report that their longitudinal study has shown 
that the health ratings of both the physician and the patient 
are similar over time, and that the patient's assessment tends 
to be the more reliable predictor of the future physician's 
rating. Both Fillenbaum (1979) and Tissue (1972) also state 
that self-assessed health is a valid measure of objective 
health status. Mossey and Shapiro (1982) went even further by 
reporting that their patients' ratings of health were found to 
be more highly correlated with mortality than those of the 
physicians'. Perhaps the reason for this is, as George and 
Bearon (1980) explain, that the patients' health ratings are 
"multidimensional" and go beyond disease identification into a 
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rating of global well-being. The aged may, as a result, assess 
their health more favourably than would a physician (Graney 
and Zimmerman 1980) because they would see health in terms of 
a functional model (that is, what they can still do, and how 
they rate against their contemporaries) rather than a medical 
model. The following results were obtained. 
A. Pre-Nursing Home Years 
1. past health status 
Although males were more likely (54%) to describe their past 
health as very good compared to females (41%), overall, both 
sexes reported having had good health in the past, including 
87% of males and 81% of females (see Table 7.1). Males and 
females were also equally likely to report having been without 
pain or feelings of ill-health in the past (Tables 7.2 and 
7.3). However, 53% of the country respondents assessed their 
past health as very good, compared to only 39% of the 
metropolitan ones who did so; the reason for this difference 
is unknown. As expected, those who rated their past health as 
very good said that they never or "not often" had pain, or 
ill-health; those with a lesser health rating were more 
likely to have had pain (Tau B=.07, p < 0.03), and "ill-
feelings" at least fairly often (table is not presented). 
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Table 7.1 
Past Health by Sex 
female 
% 
(n=137) 
very good 54 41 
fairly good 3 3 41 
poor 8 14 
not good 5 4 
male 
% 
(n=74) 
 
 
 
 
100 100 
ns. 
How would you have described your health when 
you were at your usual place of residence? 
Table 7.2 
Frequency of Past Pain by Sex 
male female 
% % 
(n=74) (n=137) 
always 1 4 
very often 14 7 
fairly often 14 23 
not often 39 40 
never 32 26 
100 100 
ns. 
Q. : How often did you experience pain when you were at 
your usual place of residence? 
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Table 7.3 
Frequency of Past Ill-Feeling by Sex 
male female 
% % 
(n=74) (n=137) 
always 3 1 
very often 5 9 
fairly often 26 22 
not often 35 48 
never 31 20 
100 100 
ns. 
Q.: How often did you have a feeling of ill-health 
when you were at your usual place of residence? 
Overall, 40% of the respondents reported that they had no 
health problems or disabilities in the past (meaning, in the 
pre-nursing home years), with the rest naming a range of 
problems, including respiratory (8%), arthritic (7%), cardiac 
(6%), and digestive (6%). A few respondents also have had a 
stroke (7%). The percentages in each category were too small, 
however, to show any useful trends. (Information was not 
sought on past medication taking.) 
Interestingly, no statistically significant relationships had 
been found between past health and other life domains. 
Possibly this is because most of the respondents were either 
healthy, or too few had the same health problem to create a 
noticeable impact on the other variables. Past health and past 
life satisfaction were not significantly related, which 
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suggests that the respondents' ability to be satisfied did not 
necessarily go "hand-in-hand" with how well or healthy they 
believed they had felt. However, a third of the unhappy 
respondents rated their past health as poor, compared to only 
9% of the very happy ones who did so (Tau B=.17, p < 0.006). 
From these results, it appears that general happiness, rather 
than life satisfaction, was in some way linked to past 
health. 
2. past health-related dependency 
No significant relationship was found between the respondents' 
health ratings and the level of past dependency. Nevertheless, 
respondents in very good health were more likely to have been 
independent of others than those with the "not good at all 
health" rating; the latter numbered very few, however. 
B. Nursing Home Years 
1. present health status 
The majority (84%) of the respondents assessed their present 
health as good. This may be because institutionalisation tends 
to minimize the effects of illness on the aged, who then 
perceive their health as adequate, especially when they feel 
able to cope well enough with daily living (Myles 1978). Of 
the rest, 10% thought that their health was poor, and 6% that 
it was not good at all (Table 7.4); no significant gender or 
metropolitan/country differences were found. Most of those who 
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rated their health as "not good at all" had been at the 
nursing home for two years or less. Overall, though, the 
recent admissions tended to report having fairly good health, 
as did those in the other length of stay categories. 
It is interesting that about a fifth (22%) of those in the 
older age group (80 years and above) described their current 
health as very good, compared to only about a tenth (13%) of 
the other respondents who had done so; a similar percentage 
(27%) of the respondents in the youngest group (60-69 years of 
age) said that their health was poor. The reason for this 
disparity is unknown. However, other research has also shown 
that among the aged, the younger ones are more likely than any 
of the others to be pessimistic about their health (Blau 
1956). 
Furthermore, the divorced/separated in the current study had a 
greater tendency to report that their health was poor (21%), 
particularly compared to the widowed (7%). Again, it is not 
known why this was so; age was not linked to the marital 
status in this case. The divorced/separated were especially 
likely to feel unhappy with life, possibly due to having 
inadequate or non-existent family contacts; perhaps a feeling 
of this type has indirectly affected the way they perceived 
their health and themselves in a negative manner. In fact, 
Maddox (1962, p. 183) suggests that a poor adjustment to the 
environment (which may result in depression and a feeling of 
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neglect), is positively associated with a "poor" self-assessed 
health status. 
Table 7.4 
Present Health by Sex 
very good 
fairly good 
poor 
not good 
male 
% 
(n=74) 
16 
66 
10 
8 
female 
% 
(n=137) 
19 
66 
10 
5 
100 100 
ns. 
Q.: How would you describe your health at the moment? 
In all, the majority (88%) of the married respondents, and 62% 
of the remaining ones in the current study, rated their health 
as fairly good. About a quarter of the never married (23%) and 
the widowed (22%) reported that their health was very good. 
Other studies have also shown that the aged, as a whole, tend 
to rate their health in a positive way (Ferraro 1980, Rose 
1965, Shanas et al 1968). Moreover, Cockerham et al. (1983, p. 
352) have found that those over 60 years of age are especially 
likely to rate their health positively compared to those who 
are younger, believing their health to be better than that of 
their peers. 
Despite the overall impression of good health, 40% of 
respondents named specific health problems when asked to 
describe their present health; only 15% stated that there was 
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nothing wrong with their health, and a further 19% used a 
positive expression to describe their health, such as "it is 
good for my age". Males and females equally expressed this 
viewpoint. 
The health problems that the respondents experienced, many of 
which were similar to those they had in the past, included 
arthritis (32%), cardiac (28%), swellings/pain (28%), 
depression (21%), sleeplessness (19%), digestive (18%), and 
eye/ear (10%) problems, to name the principal types of 
complaints. Many had a combination of these. However, women 
were twice (40%) as likely as men (17%) to suffer from 
arthritis (x', p < 0.001); and three times more likely (16%) 
than men (5%) to have pain in the spine (x', p < 0.02). No 
other gender differences were found. Only 9% of the 
respondents (mainly men) reported having no health problems at 
all. Metropolitan and country respondents reported similar 
health problems, and had rated their health in a similar way. 
Whether respondents had a problem with sleeplessness or not 
did not appear to have affected the assessment of their 
health. The same could be said about their other health 
problems, none of which were found to be significantly related 
to their subjective health rating. Neither was there a 
statistically significant relationship between present health 
and present frequency of social contacts (that is, with both 
family and friends), or recreation (similar past results were 
obtained). However, even though there was not a strong 
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relationship between the health rating and 'happiness' with 
the frequency of family contact, those with very good health 
(40%) were more likely than the respondents with "not good at 
all" health (8%) to be very happy with their friend contact 
(Tau B=.08, p < 0.1). Possibly "aloneness" is the intermediary 
factor here as those with a negative health rating were more 
likely to feel alone, and these "solitary" respondents tended 
not to be happy with their friend contact (see chapter on 
social contacts). Other studies (Wellman 1981, Sauer and 
Coward 1985) have also suggested that health ratings may be 
related to social contacts. 
The 13 respondents who assessed their health as not good at 
all were more likely than any of the others to need assistance 
with sitting down, lying down, sitting up (x', p < 0.03). 
In addition, they often felt dizzy (x*, p < 0.05), found 
everything to be an effort (x', p < 0.01), got headaches (x*, 
p < 0.01), sometimes felt trapped or scared for no reason 
(x', p < 0.01), had trouble catching their breath (x*, p < 
0.001), frequently felt depressed (x', p < 0.001), or sad (x', 
p < 0.05), and had unpleasant thoughts (x*, p < 0.001). 
Forty-one per cent of the respondents in the current study 
said that their most recent pain had been in their 
legs/hips/feet; other areas of their body in which they 
reported having pain included arms/shoulders/hands (15%), head 
(12%), spine (12%), chest (10%), or abdomen (10%). Some had 
pain in a combination of these areas. However, only a few 
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(18%) respondents stated that they always or at least very 
often have been experiencing pain, and a similar number (15%) 
reported as always or very often having a feeling of ill-
health (see Tables 7.5 and 7.6). Again, no gender differences 
were noted. It is interesting to point out, though, that in 
the past, sleeping was not a problem for the respondents, but 
it has become so for a fifth of those currently in the nursing 
home; again no significant gender differences were found here. 
To determine the extent of the respondents' disabilities, the 
most appropriate items (see chapter on methodology- Sickness 
Impact Profile/Derogatis symptom check list) were selected 
from the study data and arranged under headings from the 
Department of Community Services and Health's (1988a) resident 
classification instrument (which is a guide for nursing home 
admissions). From this procedure. Table 7.7 was constructed; 
it shows that from a quarter to a third of the respondents had 
what can be termed as "problems of daily living", which when 
severe, require full nursing supervision. No significant 
gender differences were noted here, except that women were 
more likely to be wheelchair-bound. Missing from Table 7.7 is 
urine incontinence, because such information was not sought 
directly from the respondents. 
Interestingly, the percentage of respondents with disabilities 
(as listed in Table 7.7), is much smaller than identified by 
Graycar and Glover (1987, p. 29), based on a Task Force study 
of nursing home residents (public and private) in South 
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Australia. Possibly the reason for this difference has to do 
with the more limited entry criteria for this study (as senile 
residents were excluded). 
Table 7.5 
Frequency of Present Pain 
always 
very often 
fairly often 
not often 
never 
male 
% 
(n=74) 
7 
11 
16 
34 
32 
by Sex 
female 
% 
(n=137) 
9 
10 
20 
38 
23 
100 100 
ns. 
Q.: How often would you say that you are in pain now? 
Table 7.6 
Frequency of Present Ill-Feeling by Sex 
always 
very often 
fairly often 
not often 
never 
male 
% 
(n=74) 
13 
7 
14 
34 
32 
female 
% 
(n=137) 
4 
9 
24 
33 
30 
100 100 
ns. 
Q.: How often do you experience the f ee l ing of i l l -
health at the moment? 
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Table 7.7 * 
Selected Disabilities based on the Resident 
Classification Instrument by Sex 
male female 
% % 
(n=74) (n=137) 
transfer-
"needs assistance to sit down/ 
lie down/get up" 20 24 
ambulation/wheelchair-
"in a wheel chair" 22 34 
"needs a walking frame" 27 31 
"needs a walking stick" 20 24 
bath/shower-
"needs assistance with bathing" 35 47 
dressing-
"needs assistance with dressing" 24 31 
eating-
"needs assistance with feeding" 9 7 
continence: faeces-
"cannot control bowels" 14 24 
behaviour-
"gets confused or disoriented" 24 25 
"has uncontrollable temper" 11 11 
"has urges to break/smash" 7 4 
other-
"needs a special diet" 19 22 
"bedfast" 7 4 
* The percentages in this table do not add up to 100 
as multiple answers were recorded for some respondents. 
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2. present medication 
Medication was received by the respondents for most of the 
health problems named; sleeplessness and cardiac problems were 
especially identified as the main reason pills were taken. No 
gender differences were noted here. A third of the respondents 
(33%) reported receiving medication three-times per day. A 
further 20% were receiving medication four-times; and most of 
the rest were being administered medication once or twice per 
day, except for 8% who were receiving medication five or six 
times. Eight per cent were not taking any medication at all. 
No significant relationship was found between the frequency 
with which medicine was taken and present life 
satisfaction/general happiness. The respondents who rated 
their health as very good tended to receive medication up to 
three times a day, or not at all; those who rated their health 
as poor or not good at all were more likely to obtain 
medication from three to six times per day. 
Metropolitan respondents were found to have a greater tendency 
to receive medication more frequently, that is, three times or 
more in a day, than did the country ones, who in turn were 
more likely to receive it three times or less, or not to have 
any medication at all (13%) (x ', p < 0.004). The reason for 
this is unknown, as both groups described their current health 
in a similar fashion. However, in looking at their past health 
descriptions, it is interesting to note that the metropolitan 
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respondents' health may not have been as good as that of the 
country ones. 
Furthermore, fewer of the country respondents (19%) reported 
being on pain relievers compared to the metropolitan ones 
(30%) (X*, p < 0.05); similarly, fewer (in a ratio of 1:2) 
were taking medicine for sleeplessness (x ', p < 0.002), and 
for cardiac problems (x', p < 0.001). 
3. present health-related dependency 
No significant relationship was found between the present 
health rating and the level of present dependency. The health 
rating did not appear to signify dependency, as perceived by 
the respondents. Even so, as expected, dependency was found to 
be significantly related to the respondents' need for 
assistance with dressing and bathing, being in a wheelchair, 
feeling low in energy and slowed down, believing everything to 
be an effort, and often thinking about the past (x', p < 
0.001). 
Interestingly, it was noted that the respondents who needed 
assistance with feeding, or could walk a short distance only, 
did not consider themselves as very dependent. It appears that 
dependency is very much based on an individual's perception of 
what it means. Nevertheless, as in the past, it was found that 
the respondents with very good health (42%) were twice as 
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likely to report being independent of others as those with 
poor, or "not good at all" rating. 
A 50-item index based on a series of yes/no statements has 
also provided some interesting information on the physical and 
psychological health and health-related dependency of the 
respondents. The items included in this index (some of which 
appear in Table 7.7) were chosen from those of the Sickness 
Impact Profile and the Derogatis list (see chapter on 
methodology). 
This index confirms that the majority of the respondents 
did not believe that they were overly dependent on others. In 
fact, only a quarter of the respondents thought they had 
serious physical disabilities, and about a tenth acknowledged 
having noticeable psychological problems, such as those of 
reasoning, confusion, irritability, depression, sadness, 
isolation, loss of memory, stress, feelings of inferiority, 
fear, loss of respect, being critical of others, and so on. 
A tenth of the respondents were in what could be termed as a 
total health-related dependency, in that they needed 
assistance with dressing, bathing, feeding, walking and moving 
about (in other words, they had difficulties with one or more 
activities of daily living). There were also those who had 
partial dependency in that they reported having to rely on 
others' help for some of their daily activities at the nursing 
home. In specific terms, a third (30%) were in wheelchairs 
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(mostly women (x', p < 0.05), 20% could not control their 
bowels, 5% were bedfast, 8% needed assistance with feeding, 
23% had to have assistance to sit down/lie down/get up; 24% 
got confused or disoriented, 43% had trouble remembering 
things, 18% reported they would laugh or cry without reason 
(mostly women) (x*, p <0.03), and 23% often had unpleasant 
thoughts. 
In addition, there were other symptoms of declining health, 
which were capable of affecting the respondents' ability to 
cope effectively with their daily living; for example, over 
half of the respondents were getting tired so quickly that 
they needed to rest often, or to perform tasks slowly; about a 
third did not hear or see very well, even though they had 
spectacles or hearing-aids. Those most likely to say that 
their health was not good at all tended to be in pain; some 
also felt lonely and disinterested in everything around them, 
or believed that others were unfriendly or superior to them. 
Conversely, those who believed that their health was very 
good, reported that they did not have any health problems (x', 
p < 0.01). 
Of the disabilities (both physical and psychological) assessed 
in this study, those that were most associated with 
respondents who were dissatisfied with life/felt generally 
unhappy included such descriptions as "thought everything was 
an effort", needed assistance with dressing, often got 
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headaches, had uncontrollable temper outbursts, felt 
scared/trapped for no reason, laughed or cried suddenly, had 
trouble catching breath, got irritable/ impatient, had 
cold/hot spells, often sat around half asleep, or felt 
faint/dizzy. 
4. present health-related life satisfaction/happiness 
A direct relationship was found between present health and 
satisfaction with life. Those who rated their health as very 
good tended to report that they were very satisfied with life. 
Similarly, those who believed that their health was not very 
good were more likely to say that they were dissatisfied with 
life (Table 7.8) (see also chapter on life perception). The 
relationship between health and the present feelings of 
general happiness was similarly strong (Tau B=.30, p < 
0.0001). 
From a literature search covering 30 years, Larson (1978) 
concluded that health is one of the most strongly related 
factors to subjective well-being (with poor health being 
related to lower expressed satisfaction with life). Other 
researchers have similarly suggested that self-assessed health 
and life satisfaction (dissatisfaction) are related (Myles 
1978, Flanagan 1978, Palmore and Luikart 1972, Bull and Aucoin 
1975, and ACOTA 1985). Also, some years earlier, Friedsam and 
Martin (1963) reported that self-assessed health was 
significantly related to happiness. Furthermore, Spreitzer and 
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Snyder (1974) found that the association between health and 
satisfaction increases with the age of the respondents. 
It is also interesting to mention that research has shown 
health to be a better predictor of well-being for women than 
for men, and for those who are institutionalised (Ok\in et al. 
1984). 
Table 7.8 
Present Life Satisfaction by Present Health 
very satisfied 
fairly satisfied 
not satisfied 
uncertain 
very 
good 
% 
(n=38) 
55 
37 
8 
0 
fairly 
good 
% 
(n=140) 
30 
54 
16 
0 
poor 
% 
(n=20) 
5 
70 
25 
0 
not good 
at all 
% 
(n=13) 
8 
38 
46 
8 
100 100 100 100 
Tau B=.31, p < 0.0001 
Q.: How would you describe your health at the moment? 
/ How satisfied are you with your life at the moment? 
C. Similarities in Health 
A comparison of the respondents' past and present health shows 
a positive relationship on all counts, including ratings of 
general health, pain and ill-feeling, respectively. This 
finding can be attributed to many factors, especially the one 
that the respondents continue to perceive and rate their 
health in a similar way over time. It needs to be noted, 
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though, that the respondents tended to rate their past health 
as "very good" whereas they were more likely to report that 
their present health was "fairly good". Overall, a moderate 
relationship (Tau B=.22, p < 0.0005) has been established 
between past and present health, and between past and present 
pain (Tau B=.17, p < 0.003). A weaker relationship appears to 
exist between past ill-feelings and present ill-feelings (Tau 
B=.08, p < 0.2), possibly because some respondents rated 
themselves as feeling better now (due to care, for example) 
than they did in the past, or vice versa. 
Although both metropolitan and country respondents assessed 
their current health in a similar way, this was not so in the 
past, as the country respondents were more likely than their 
metropolitan counterparts to assess their past health as very 
good. In addition, it was found that even though present 
health and present life satisfaction/general happiness were 
significantly related, this had not been the case in the past. 
Perhaps this means that with age and/or disability, health may 
have more influence on life quality. 
D. Conclusion 
The past health ratings appear to be similar (that is, 
moderately related) to those of the present, possibly because 
the respondents have been experiencing similar health problems 
before and during nursing care, and continue to have a similar 
perception of their health in relation to that of their peers. 
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In addition, the trend towards a relatively positive health 
rating, even after nursing home admission, appear to be due to 
a combination of the following factors: 
(1) a tendency for those over 60 years of age to assess their 
health positively; 
(2) a less demanding life style of institutional living; 
(3) a positive comparison with peers; and 
(4) health problems having little effect on the health rating; 
Overall, it can be concluded that a statistically significant 
direct relationship exists between present health and present 
life satisfaction/general happiness, in that as health 
declines, life satisfaction/general happiness appear to 
decrease as well. This result is in keeping with other 
studies. 
Although present health is likely to be a good indicator of 
present well-being, as it relates to life satisfaction/ 
general happiness, its significance to social exchange has not 
been determined here. In other words, health does not appear 
to have affected in any significant (or direct) way the type 
and frequency of social exchanges, and the distribution of 
social resources and power; for example, no significant 
relationship was found between health and social contacts. 
There may be some indirect influences, however. 
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In the next chapter, it should be interesting to see what role 
recreation plays in the lives of the respondents, and what 
factors affect the way respondents participate in recreation. 
We know so far that health does not seem to have a direct 
influence on the extent to which respondents become involved 
in recreation. 
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CHAPTER VIII.: Recreation- Past and Present 
When people are no longer in full-time employment, it seems 
logical that they would have more spare time, and as a result, 
would be more likely to participate in, and enjoy recreational 
activities. It is the aim of this chapter, therefore, to 
determine whether in fact spare time has been utilized 
positively by the respondents, meaning that it has enhanced 
their quality of life, rather than detracted from it by 
becoming a burden to the them. Interestingly, Campbell et al. 
(1976) report that in their study the domain strongly related 
to the global index of well-being was that of "spare time 
activities", particularly among people of a lower income 
background. 
Furthermore, it is thought that spare time and recreational 
activities may form a good basis for studying social 
interactions of the aged. It should, therefore, be possible to 
see whether the resources used in social exchanges are ones 
creating mutual benefits, where the aged forego boredom by 
chatting with each other, for example, or are able to play 
bridge/bingo by participating in group activities. 
The data contained in this chapter are expected to provide 
information on many facets of spare time use and recreation; 
from these, it should be possible to know how much spare time 
the respondents had in the past, and continue to have 
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currently at the nursing home, to the groups they are still 
members of, and the recreational activities they like. it is 
also expected that social isolates may be identified here; 
these would possibly be individuals who prefer their own 
company, rather than to interact with others. 
Overall, this chapter considers the importance of recreation 
to the respondents' well-being, and the role of recreation in 
contributing to social exchanges. Again, the respondents' past 
and present experiences are compared to determine any changes 
in the amount of spare time available to the respondents, to 
how spare time use has changed over time, and the recreational 
activities that emerge as significant. 
Also, the chapter identifies the people with whom the 
respondents had been spending their recreational time in the 
past, and compares these to the people they have been 
associating with in the present. Changes are expected in club 
memberships, and the extent to which the respondents have 
continued to be actively involved in their clubs and similar 
organisations. 
In addition, some insight should be reached into the 
recreational activities offered to the respondents in the 
various nursing homes, and whether these activities differ as 
metropolitan and country institutions are compared. Similarly, 
it should be interesting to see whether both men and women 
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equally enjoy all of the activities offered to them by the 
nursing homes. 
A. Pre-Nursing Home Years 
1. past spare time use 
In the years prior to their nursing home admission, the 
respondents differed greatly as to the amount of spare time 
they had each day. Their account of spare time is self-
perceived here, based on their own judgment of what "spare 
time" has meant to them, and the extent to which their time 
was spare in the past. Some respondents (20%) reported that 
they had no spare time, while others had most of the day spare 
(24%). The rest (55%) had somewhere from one to three hours 
spare, and up to half a day. Gender and marital status 
differences were not significant; similarly, past spare time 
was unrelated to the frequency of past family/friend contact, 
past accommodation type, and past health. 
The respondents who had been satisfied with their life in the 
past were more likely to have spent a fair amount of time on 
recreational/other activities (including hobbies, sport, 
special interests). The few dissatisfied respondents tended 
to spend a lot of time on such activities (Tau B=.05, p < 
0.4). Similar results were obtained for past time spent on 
recreational/other activities and past feelings of general 
happiness (Tau B=.08, p < 0.2). These results appear to 
suggest that having a great deal of spare time was not 
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desirable. In fact, those with most of the day spare were 
least likely (a difference of 20%) to be very satisfied (54%) 
with life (Tau B=.12, p < 0.05). 
The most popular past spare time activities included home-
oriented ones, such as cooking, gardening and small repairs 
(35%), as well as, handicrafts (such as crochet and knitting) 
(28%), reading/painting (22%), watching television/listening 
to the radio (19%), and visiting/shopping/going to the races 
or to the "pub" (17%). Many of the respondents had enjoyed a 
combination of these activities. However, simply by 
participating in these activities, the respondents' life 
satisfaction/general happiness ratings did not improve, or 
those without such activities did not become less 
satisfied/happy. 
The most popular past activities for spending spare time with 
family and friends, included visiting and receiving visits, 
talking, shopping, going on trips, to luncheons, to the pub, 
and to races. As can be seen, many of these activities were 
outside of the home. Interestingly, they were more popular 
among the metropolitan respondents (59%) rather than the 
country ones (40%) (x *, p < 0.005); the reason for this is 
unknown (but possibly it has something to do with the amount 
of spare time the respondents had available). In fact, the 
metropolitan respondents had been twice as likely as those 
from the country to be visiting others or shopping (x ', p < 
0.001). Also, television viewing/radio listening had been more 
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often mentioned as a past spare time activity by the 
metropolitan respondents, compared to the country ones (x*, p 
< 0.001). At the same time, the metropolitan respondents 
(31%) were more likely than their counterparts from the 
country (15%) to have had most of the day spare. A quarter 
(25%) of the country respondents had no spare time (x*, p < 
0.05). 
The above findings on preferred activities are very much in 
keeping with the ACOTA (1985, p. 306) study, which reports 
that the aged at home especially favour television viewing, 
gardening, reading, knitting and crocheting. In addition, a 
report by Earle (1988, pp. 9-10) on the recreational patterns 
of the Australian aged in the wider community shows that the 
elderly favour television viewing, reading, listening to 
music, gardening, and visiting friends/relatives. Earle also 
points out that the general Australian population participates 
in these activities in similar proportions to that of the 
aged, except for gardening which is more popular among the 
elderly; the participation rate for visiting friends/ 
relatives, dining out and other non-home based activities 
tends to decrease among the aged, however, except for church 
involvement. Earle (p. 10) explains that friend networks 
become smaller in retirement, particularly for men, as women 
tend to be diverse in their involvement, suggesting that 
women's socialisation makes them more verbally skilful and 
socially competent. 
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Only a few respondents (9%) in the current study had spent 
their spare time on group activities such as on bowling, 
bingo, or cards; 6% had nothing in particular to do, as they 
admitted to sitting around, sleeping, sometimes going for 
walks, or having a "talk" with neighbours. Earle's (1988, p. 
11) study has similarly shown that only a relatively small 
number of respondents (6% of men, and 5% of women) were 
involved in bowls and other related activities. 
When the respondents were asked specifically about their past 
hobbies, sporting activities and interests, 20% replied that 
they had none or that they had no spare time; of the rest, 26% 
mentioned tennis/swimming/fishing/other sport, 13% painting/ 
reading/playing a musical instrument, and the remainder named 
their general spare time activities (including home-oriented 
ones). 
Males and females were found to have spent almost the same 
amount of time on their past recreational activities (Table 
8.1). The amount of time identified here is based on the 
respondents' own perception. Over a half of the respondents 
reported that in the past they had spent a lot, or at least a 
fair amount of time on hobbies, sport, or other interests. Of 
the remainder, half said that they had no time for these, and 
the others that they only had a little. No statistically 
significant relationship was found between the amount of time 
spent on recreational activities and the frequency of past 
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social contacts, which appears to imply that more time spent 
on recreational activities does not enhance the frequency of 
having family/friend contact. 
Overall, it appears that the respondents were interested in 
home-based activities during their past spare time, or in such 
outside ones as shopping, visiting, or going to the races/pub. 
Group recreational activities did not figure prominently. 
Table 8.1 
Time Spent on Past Recreational/Other Activities by Sex 
a lot 
a fair amount 
little 
none 
uncertain 
male 
% 
(n=74) 
18 
43 
16 
22 
1 
female 
% 
(n=137) 
16 
40 
21 
22 
1 
100 100 
ns. 
Q. : How much time did you spend on sport, hobbies or 
interests when you were living at your usual place of 
residence? 
2. past club membership 
Forty-four per cent of the respondents had belonged to 
clubs or similar organisations in the past; these would have 
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provided them with regular weak-tie interactions, in addition 
to their family/friend ex.nanges. The club membership of the 
respondents in the current study is slightly lower than the 
48% of the ACOTA (1985, p. 294) study, possibly because of the 
large number of working-class respondents in the current 
study, as according to ACOTA (p. 299), the blue-collar 
respondents are less likely than the white collar ones to 
attend social clubs. 
Women, especially the currently widowed, tended to favour 
church/religious groups, while men were spread over a whole 
spectrum of different groups, with none emerging as 
particularly popular (Table 8.2). Most of the club members had 
either been very active, or fairly active in their 
organisations (Table 8.3). Country respondents were more 
likely than the metropolitan ones to have been very actively 
involved (x *, p < 0.001). Overall, gender, marital status, 
and metropolitan/country differences had not been 
significantly related to club membership. Also, past club 
membership was unrelated to the frequency of family/friend 
contact, and to the past rating of life satisfaction/general 
happiness. 
What we are seeing here is that club membership had attracted 
fewer than half of the respondents, and that its function was 
not so much recreational, but mainly religious/charitable for 
the women, and for no singularly common purpose among the men. 
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Table 8.2 * 
Past Club Membership by Sex 
none 
church/religious 
senior citizens/ 
friendship 
bowls 
c ards/hobb ies 
social (CWA, RSL) 
other (incl. union/ 
voluntary) 
male 
% 
(n=74) 
51 
5 
8 
11 
0 
8 
19 
female 
% 
(n=137) 
57 
23 
8 
7 
6 
7 
4 
* The percentages in this table do not add up to 100 as 
multiple answers were recorded for some respondents. 
Q. : Did you belong to any clubs or organisations when you 
were at your usual place of residence? 
Table 8.3 
Past Club Activity by Sex 
not applicable 
very active 
fairly active 
not active 
uncertain 
male 
% 
(n=74) 
51 
20 
22 
6 
1 
female 
% 
(n=137) 
57 
18 
21 
2 
2 
100 100 
ns. 
Q. : How active were you in these clubs or organisations 
when you were at your usual place of residence? 
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3. past spare time companions 
Spouses (35%), children (27%), and friends (26%) (some of whom 
were neighbours) ranked the highest when it came to the people 
with whom the respondents had spent most of their spare time 
in the past. Further down the line were neighbours (14%), in-
laws (13%) and siblings (10%). However, some of the 
respondents would have had the company of more than one of 
these. This then confirms that most of the respondents had the 
opportunity to interact on a regular basis with others, 
especially those who were members of their strong-tie network. 
Also, it needs to be noted that 16% of the respondents of both 
sexes reported that they had spent their time alone, either 
through choice or circumstances; the currently widowed 
(possibly they were widowed in their pre-nursing home years) 
were the most likely to have been alone. No difference was 
found here, though, between metropolitan and country 
respondents. As expected, those who had spent their time alone 
were less likely to have been very satisfied with life, and to 
have felt generally happy in the past (see chapter on life 
perception). 
B. Nursing Home Years 
1. present spare time use 
Eighty-eight per cent of the respondents (compared to 24% in 
the past) reported having most of the day as spare time when 
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at the nursing home. However, as the amount of spare time 
available was usually determined by the nursing home, it was 
not related to the past spare time. Also, those who had most 
of the day spare were just as likely to have been satisfied 
with life/generally happy, as the other respondents. 
On being asked how much of their time was taken up with 
recreational/other activities, only 11% reported as "a lot" 
(Table 8.4); for the rest it was a fair amount or little, with 
a quarter of the respondents (25%) choosing not to spend any 
of their time at all on activities at the nursing home. No 
significant gender, marital status, age, or metropolitan/ 
country differences were found. Similarly, no statistically 
significant relationship was noted between the amount of time 
spent on present recreational/other activities and the 
frequency of present social contacts (meaning contact with 
family and external friends), or the time spent on past 
recreational/other activities. 
Nevertheless, it was interesting to note that of males, 52% 
reported spending little or no time on present recreation 
activities, compared to 38% who had given a similar response 
for the past (refer to Tables 8.1 and 8.4). The respective 
figures for females were 50% and 43%. This suggests a modest 
decline in recreational activities over time. 
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The currently satisfied with life/generally happy were more 
likely than the others to report having a fair amount of time 
for recreational/other activities. Those who felt 
dissatisfied/unhappy were especially likely not to have had a 
lot of spare time; this was not a strong relationship. The 
health status did not appear to have influenced the amount of 
time the respondents considered to have spare, or the 
activities undertaken by them (including the frequency of 
these activities). 
Table 8.4 
Time Spent on Present Recreational/Other Activities by Sex 
a lot 
a fair amount 
little 
not at all 
male 
% 
(n=74) 
11 
37 
24 
28 
female 
% 
(n=137) 
12 
38 
28 
22 
100 100 
ns. 
Q.: How much time do you usually spend on your 
recreational activities, hobbies, or interests in 
this nursing home? 
The most popular current spare time activities included, 
watching television/listening to radio (41%), reading/ 
painting (38%), group activities (such as card games) (20%), 
and handicrafts (including crochet/knitting) (20%). Some 
respondents enjoyed a number of these. Nineteen respondents 
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(9%), especially women, said that they particularly enjoyed 
bedmaking, gardening, and letter-writing. The metropolitan 
respondents were twice as likely as the country ones to report 
being involved in group activities (x *, p < 0.01). 
Sixty-nine per cent of the respondents watched television/ 
listened to radio every day, a further 7% from time to time, 
and the rest (19%) rarely or never. The metropolitan 
respondents were more likely to mention television viewing and 
radio listening (x', p < 0.03) than did those from the 
country, and were more likely to have this activity every day 
(X', p < 0.05). These figures are in keeping with those in the 
past, which seems to suggest that the nursing home environment 
did not alter the pattern of television viewing or radio 
listening for at least some of the respondents. 
Nine respondents (4%) reported that they have been unable to 
do "anything" due to their illness. A further 20% preferred to 
just sit around, sleep or watch others; the more people they 
were sharing their room with, the more likely they were to be 
engaged in such 'aimless' activities (x', p < 0.001). Twice 
as many country respondents reported sitting/sleeping/watching 
others, as did the metropolitan ones (x', p < 0.01); possibly 
this is because fewer recreational activities were available 
to the country respondents. From these results, it appears 
that overall, the respondents were choosing to spend their 
spare time in a way very similar to their past activities. 
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Among the recreational/other activities (as opposed to "fill-
in" spare time activities), the respondents named bingo/card 
games/hoy/indoor bowls/vigero (30%), handicrafts (25%), 
singalongs/concerts (24%), and bus trips (14%), to include the 
main ones; 24% participated in none (which is in keeping with 
the 20% in the past who had no activities). 
It is interesting to mention that of those respondents who 
stated that they had no recreational activities available to 
them, or chose not to participate in any, overall they did not 
watch television or listen to the radio. In other words, 
television viewing and radio listening did not appear to have 
been compensating respondents for non-involvement in other 
recreational activities. 
2. recreational activities at the nursing homes 
The respondents named the following recreational activities 
which were being offered to them (in an organised, often 
regular, manner) by the various nursing homes: bingo/card 
games/hoy/indoor bowling/vigero, dancing/concerts/ singalongs/ 
entertainment, handicrafts (knitting, crochet), and bus 
trips/BBQ/picnics/shopping (Table 8.5). Some nursing homes 
were offering all of the above, while others offered one or 
two. (Group activities of this type were not popular in the 
past, however.) 
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A quarter (24%) of the respondents of both sexes (and across 
the age groupings) stated that none of the activities 
interested them, they did not wish to participate, were unable 
to participate due to disability, or believed that nothing was 
being offered. Of these, the country respondents were twice as 
likely (16%) as the metropolitan ones (7%) to report that no 
activities were offered (x*, p < 0.04); 28 respondents were 
involved in this group, most of whom were 80 years of age or 
above. The metropolitan respondents, however, were more likely 
than those from the country not to participate, even when 
activities were being offered (x', p < 0.001). 
Women tended to name the following organised activities more 
often than did men, dancing/singalongs/concerts/entertainment 
(x*, p < 0.001), craftwork (x', p < 0.001), and occupational 
therapy to music (x', p < 0.03). Men, on the other hand, 
mentioned watching television/listening to radio (x*, p < 
0.03) more often than did women. It seems likely that the act 
of mentioning an activity would suggest a greater interest in 
it, or at least more time spent on it. No age and marital 
status differences were found here. 
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Table 8.5 * 
Nursing Homes Recreational Activities by Sex 
female 
hoy/bingo/indoor bowls/ 
cards/other games 
craftwork (incl. crochet/ 
knitting) 
dancing/singalongs/concerts/ 
entertainment 
bus trips/BBQ/picnics/shopping 
occupational therapy to music/ 
physiotherapy 
gardening/cooking 
church service/fellowship 
watching TV/listening to radio 
other 
none 
not interested to know/does not 
participate 
uncertain 
male 
% 
(n=74) 
46 
14 
% 
(n=137) 
58 
41 
27 
26 
7 
4 
3 
14 
13 
15 
26 
9 
50 
33 
18 
6 
7 
5 
22 
9 
23 
4 
Q. 
The percentages in this table do not add up to 100 as 
multiple answers were recorded for some respondents. 
What are the main activities offered to you at this 
nursing home? 
3. disparities in recreational activities 
The metropolitan respondents were four times more likely (21%) 
than those from the country (5%) to state having occupational 
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therapy to music (x , p < 0.001). This appears to suggest that 
occupational therapy was not usually offered in country homes 
(perhaps due to the reported difficulty some homes had in 
employing an occupational therapist). In addition, 
metropolitan respondents were twice as likely (71%) as those 
in the country (33%) to name having hoy/bingo/card games 
(X*, p < 0.001), possibly due to the presence of a full-time 
recreational officer. On the other hand, bus trips were more 
often mentioned by the country respondents (x*, p < 0.02); no 
doubt this is because one large country nursing home had a 
recreational officer who placed a lot of emphasis and 
importance on outside visits/trips for the residents. 
Respondents from medium- and large-sized nursing homes were 
more likely than those from the smaller homes to report having 
organised recreational activities (x*, p < 0.001). For 
example, 39% of the respondents in medium-sized homes, and 25% 
in large homes reported being offered craftwork, compared to 
only 6% in the small homes who had this activity (x*, p < 
0.001). 
The number of days per week the respondents were spending on 
organised activities varied greatly. This is because the 
frequencies at which these activities were being offered 
differed from home to home. A quarter of the respondents (26%) 
had activities every day, while a similar number (24%) had 
them only once per week (see Table 8.6). This is one of the 
main differences between metropolitan and country homes. City 
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respondents were three times more likely (37%) to have daily 
activities compared to those in the country areas, who in 
turn were twice as likely (20%) not to have had any activities 
at all (X*, p < 0.01). In addition, metropolitan respondents 
would have had more activities to choose from. 
It seems in keeping with the above results that the 
metropolitan respondents were found to have a greater tendency 
to be very satisfied with their recreational activities (44%), 
compared to those in the country homes, who were more likely 
(34%) to be moderately (fairly) satisfied only (x', p < 0.05). 
Table 8.6 
Frequency of Nursing Home Recreational Activities by Sex 
not applicable 
every day 
once a week 
twice/three times 
per week 
four/five times 
per week 
uncertain 
male 
% 
(n=74) 
22 
28 
22 
11 
7 
10 
female 
% 
(n=137) 
10 
25 
26 
16 
17 
6 
100 100 
ns. 
Q.: How often are the recreational activities offered to you 
at this nursing home? 
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4. attitude to recreational activities 
Overall, only 7% of the respondents were dissatisfied with 
their organised activities at the nursing homes (Table 8.7), 
mainly because they did not like what was being offered, or 
wanted more variety. Others were divided in their views; there 
were those who enjoyed the activities (25%), and those who 
participated (13%) to overcome boredom. Some men (16%) 
especially would have preferred to have had more time to 
themselves. Those most satisfied tended to be in the younger 
age group (Tau B=-.16, p < 0.008), and they were likely 
(particularly women) to enjoy these activities because of 
their interest in them. Those with very good health were not 
only much more likely to say that they were very satisfied 
with their activities, but fewer reported (21%) not having 
activities, unlike those with "not good at all health" of whom 
a third said that they had no activities (Tau B=.ll, p < 
0.07). The widowed were especially very satisfied with their 
activities (Tau B=-.16, p < 0.009). 
The respondents who were satisfied with their recreational 
activities were also mainly satisfied with their present life 
(Tau B=.18, p < 0.003) and felt generally happy (Tau B=.15, p 
< 0.02); those not satisfied, however, were more likely than 
the others to be dissatisfied with life (43%) and to feel 
generally unhappy (50%). Similarly, those very satisfied with 
the activities were much more likely to be very satisfied with 
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the nursing home (61%), compared to the dissatisfied who were 
less likely (36%) to have been so (Tau B=.12, p < 0.06). 
Table 8.7 
Satisfaction with Nursing Home Recreational Activities by Sex 
not applicable 
very satisfied 
fairly satisfied 
not satisfied 
uncertain 
~100 100 
ns. 
Q. : How satisfied are you with activities offered to you 
at this nursing home? 
male 
% 
(n=74) 
2 1 
34 
35 
7 
3 
female 
% 
(n=137) 
17 
4 1 
34 
7 
1 
If given a choice, the respondents varied greatly as to their 
preference for recreational activities; this can be seen from 
Table 8.8. Although both metropolitan and country respondents 
gave a variety of responses to this question, it is 
interesting to note that the metropolitan respondents differed 
from the country ones in that they expressed a desire for 
fewer and/or more varied activities; in contrast, 15% of the 
country respondents wished to have no activities, compared to 
only one such metropolitan respondent (x', p < 0.2). Perhaps 
this outcome is in keeping with the current situation where 
some country respondents reported having no recreational 
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activities, whereas many metropolitan ones had a large number; 
in other words, certain respondents may have wished to retain 
their current status quo, so as not to have any changes (or 
disruptions) in their immediate environment. No marital status 
differences were found in this regard. 
Table 8.8 
Preference of Recreational Activities by Sex 
to have many organised activities 
to have a few activities 
to have more varied activities 
to have more time for self 
to remain as is 
have no organised activities 
uncertain 
"lOO 100 
ns. 
Q. : Which of the following would suit you best as this 
nursing home? 
male 
% 
(n=74) 
22 
16 
15 
16 
16 
8 
7 
female 
% 
(n=137) 
23 
16 
14 
7 
25 
6 
9 
5. preferred recreational activities 
At leas t some of the respondents would have chosen to spend 
the i r current spare time in a way different from the i r present 
s i t u a t i o n , such as on shopping (11%), h o u s e h o l d - t y p e 
ac t i v i t i e s (9%) (par t icular ly women), and having more time 
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with family (5%). Most, though, if given a choice, reported 
they would prefer (especially males) to have everything as 
is, wanting to retain what they have come to be used to; some 
also believed that nothing could really change anyway. This 
desire for retention of their current situation is in keeping 
with a similarly expressed view by some respondents who 
rejected any changes to their ward size/number of roommates 
(see chapter on accommodation). 
6. present club membership 
Thirteen per cent of the respondents continued to be members 
of clubs or similar organisations; however, these comprised 
only a quarter of the past members, which means that club 
membership has severely declined in numbers. Nevertheless, 
among the current members, it was still possible to find 
representatives of all the past clubs and organisations, 
except for the sporting ones. What is interesting is that five 
respondents regarded themselves as being very actively 
involved in their clubs, while 14 stated that they have 
continued to be fairly active. 
It was also interesting to find that women were not numerous 
in the church/religious organisations, as they had been in the 
past, possibly because they were no longer able to perform a 
charitable/welfare role; in fact, only 6 (4%) women have 
retained their pre-nursing church affiliations, of the 32 
women (23%) who had been actively involved in such groups in 
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the past. Overall, men showed a slightly greater tendency 
than did women to remain clubs members (x*, p < 0.02). Of 
these, about half were Returned Services League (R.S.L.) 
members (all male); only one woman continued to be a Country 
Women's Association (C.W.A.) member. The seven R.S.L. and 
C.W.A. members were metropolitan respondents. 
As in the past, club membership was found to be unrelated to 
present frequency of family/friend contact, and to the present 
life satisfaction/general happiness ratings. 
7. present spare time companions 
Over half of the respondents (56%) reported spending their 
spare time with other residents, mostly because they enjoyed 
their company, or had no other choice of company; those who 
had been long-term residents at the nursing home were 
especially likely to have done so. A further 19%, especially 
the younger respondents, were spending their time with spouse 
(mainly men did) and other family members, often children; 
those most likely to have done so included the recently 
admitted (particularly the 'younger' ones), and the very long-
term residents- the latter were also most likely to have spent 
their spare time with friends. 
A 'startling' 28% were spending their time alone, usually 
because they reported that they preferred to do so, in order 
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to have some privacy, or because there was no one they would 
have enjoyed being with at the nursing home. A small number of 
the respondents preferred to spend their time talking to 
nurses or other staff members (Table 8.9). No significant 
marital status or metropolitan/country differences were noted 
here. Compared to the past, a change has obviously occurred in 
the type of people with whom the respondents were now spending 
their time. This indicates that fellow residents have come to 
play a prominent, but not a desired role, as most respondents 
would have preferred to spend their time with family/external 
friends. In fact, if given a choice, only 20% of respondents 
were certain that they would like to continue spending their 
spare time with the individuals they do now. The rest either 
named other people, such as family/past friends, or were 
uncertain (15%) what to say. 
When it came to describing their fellow nursing home 
residents, male respondents tended to see them as "neither 
good nor bad", preferring to mix with those who shared their 
interests, and liked to have a "yarn". Females, on the other 
hand, were more likely to see the other residents as "nice", 
preferring to interact with those they considered friendly or 
felt close to. Overall, 58% of the respondents described the 
other residents in positive terms. Miller and Beer (1977, p. 
272) also found that nursing home patients looked for such 
qualities as personality and common interest in others. 
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Table 8.9 * 
Present Spare Time Compan; 
no one/alone 
spouse 
friends 
residents 
nurses/other 
other 
uncertain 
male 
% 
(n=74) 
23 
26 
14 
50 
staff 9 
4 
4 
ions 
(1 
by Sex 
female 
% 
n=137) 
31 
15 
6 
59 
7 
1 
0 
* The percentages in this table do not add up to 100 
as multiple answers were recorded for some respondents. 
Q.: With whom do you spend most of your time at the moment? 
Name these people and their relationship to you. 
8. present spare time alone 
Of the respondents who had spent their spare time alone in the 
past, half continued to do so in the present; but then of 
those who had not spent their past time alone, a quarter did 
so at the nursing home (no age/length of residency 
differences) (see Table 8.10). This means that a few 'new' 
social isolates have joined those who managed to retain 
their former status. It seems that the nursing home 
environment, with its added opportunities for interaction, has 
not made any difference. Possibly the reason for the emergence 
of the new isolates, and for retention of past isolates, is 
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multifold; such as due to ill-health/disability, negative 
feelings towards the nursing home, and a dislike of the 
alternatives offered, including not wanting to have the former 
company of their spouse/ children/ siblings replaced by 
nursing home residents, or to have some "privacy"/ "time to 
themselves" in an environment where residents always find 
themselves surrounded by people. 
From the social exchange perspective, it may be said that the 
respondents spending their time alone did not have the 
resources that they would have needed to entice others to 
interact with them. They may have also chosen not to interact 
with others, for such reasons as did not wish to be indebted 
to others in some way (that is, to become involved in 
imbalanced exchanges, for example - see chapter on literature 
review) , or felt that they did not possess the necessary 
social resources. 
Two-thirds (79%) of the divorced/separated reported that they 
would prefer to keep to themselves, compared to only a half 
(55%) of the widowed who said the same; the rest fell 
somewhere in between. A third (36%) of the widowed in fact 
said that they would do everything not to be alone, compared 
to a fifth (21%) of the divorced/separated who replied 
similarly. Gender differences were not significant. 
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Table 8.10 
Present Spare Time Alone by Past Spare Time Alone 
Past Alone 
Present Alone 
Yes 
No 
yes 
% 
(n=34) 
56 
44 
100 
x'. P 
no 
% 
(n=177) 
23 
77 
100 
< 0.001 
Q. With whom did you spend most of your spare time when 
you were at your usual place of residence? / 
With whom do you spend most of your time at the 
moment? 
The proportion of the respondents spending their time alone 
was found to have increased from 16% in the past to 28% now. 
Of these, females were more likely (31%) than males (23%) to 
have been alone, probably because men continued to receive 
frequent visits from their spouses. Only 18% of the married 
respondents reported spending their time alone compared to 3 2% 
of the widowed, 29% of the divorced/separated, and 27% of the 
never married. (The widowed were also more likely than the 
others to have spent their time alone in the past.) The length 
of time the respondents had resided at the nursing home was 
not significantly related to their time spent alone. 
Another reason respondents have been spending their present 
time alone may be due to poor social skills, which are thought 
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to be more evident in later years, especially among nursing 
home residents. This is because as Furnham and Pendleton 
(1983, p. 36) explain that in the past such factors as 
"physical attractiveness, energy, or social status" may have 
compensated for the lack of social skills, which are now 
needed if a nursing home resident is to interact with others. 
Furnham and Pendleton (p. 30) further explain that as a result 
of the lack of basic social skills, 
old people, particularly those in long-term care 
institutions have often been observed to be socially 
withdrawn, to be out of touch with reality, and to have 
great difficulty in initiating or even maintaining 
interpersonal relationships. 
Reduced interaction may also be due to immobility, loss of 
hearing, intellectual decline, including narrowing of 
interests/self-centredness, and memory failure (Welford 1983). 
There are also other factors involved in the creation of 
aloneness, as identified by Sigman (1985); for example, the 
family may not visit because they may feel uncomfortable 
having nothing to say to the institutionalised aged person; 
the staff may not wish to be involved, believing that they 
have a service function to perform, rather than to become 
personally engaged; and the aged themselves may believe that 
staying silent is the behaviour expected from them, as in so 
doing they are "different from the senile residents who talk 
nonsense all the time". Under such circumstances, 
interpersonal communication and necessary social skill 
development would appear to be negligible. 
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In fact, it was found that as the frequency of family contact 
decreased, the likelihood of the respondents spending their 
spare time alone increased (x*, p < 0.02). For example, of 
those with daily family contact, only 10% were likely to spend 
the rest of their spare time alone; of those with no family 
visits, this increased to 30% alone; and for those with no 
family, to 56% alone. A somewhat different pattern emerged for 
friend contact. The respondents with daily friend contact 
(45%), and those with no friends (46%) were most likely to be 
spending the rest of their spare time alone. Some possible 
reasons the respondents were spending their time alone may 
have included being already satisfied with their daily 
family/friend contact, so felt no need to interact with fellow 
residents; having found no one they wanted to spend their time 
with/to enter into exchange relationships; or knowing no one 
well enough to do so; some may have simply preferred to spend 
their spare time alone. Yet another possible explanation is 
that those without family contact were the same ones who had 
daily friend contact. This then would be in keeping with the 
previous finding (see chapter on social contacts) which 
suggests that when family contact is inadequate or non-
existent, friend contact may take its place. 
As expected, the respondents who were spending their spare 
time alone were less likely (23%) than the remaining ones 
(34%) to be very satisfied with their life (which had also 
been the case in the past); in fact, they were nearly twice as 
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likely (25%) as the others to be dissatisfied. Similarly, they 
were more likely to be generally unhappy (x', p < 0.03). 
Possibly this indicates that the respondents would have 
preferred to be engaged in relationships with others, 
especially close-tie ones, so their observed 'disengagement' 
may not have been voluntarily chosen (see chapter on 
literature review). 
C. Conclusion 
Most of the respondents reported that their spare time had 
greatly increased since their admission into institutional 
care. This change was possibly felt even more by a quarter 
of the country respondents who considered that they had no 
spare time at all in the past. 
While at the nursing home, respondents were choosing, whenever 
possible, to occupy themselves with the same or similar 
activities they were familiar with from their pre-nursing home 
years. Nevertheless, for most respondents, the move to a 
nursing home has meant the loss of some past activities 
(especially home-oriented ones such as gardening, or outside 
activities, namely, going to the pub/races/shopping), and the 
gain of new ones, such as those offered by the nursing homes. 
These new activities were found to differ from institution to 
institution, depending on whether they were being provided by 
metropolitan or country homes, and the size of these nursing 
homes. 
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Although group activities (such as bowling, bingo, or cards) 
were not that desirable in the past, as only a few respondents 
had participated in them, now they formed the bulk of the 
respondents' recreational time. As a result, only some 
respondents reported that these activities were interesting, 
while others thought that they were only desirable for the 
sake of relieving boredom; nevertheless, these activities were 
likely to create opportunities for social exchanges. The 
majority of the respondents, even if given a choice, expressed 
a preference for continuing to spend their spare time as they 
do now; any changes to their present environment appeared to 
be unsettling or disturbing to them. 
Past/present health did not seem to have influenced the 
recreational activities undertaken by the respondents. Also, 
the amount of spare time the respondents had, both in the past 
and presently, did not appear to have been related to the 
frequency of their past/present social contacts. 
A fifth of the respondents preferred to do nothing in their 
spare time at the nursing home, except for sitting/sleeping/ 
watching others, and a small number felt too ill to 
participate in any activities. In the pre-nursing home years, 
only a few of the respondents reported doing "nothing" in 
particular in their spare time. However, when it came to 
recreational activities (including hobbies and special 
interests), a quarter of the respondents participated in none 
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at the nursing home, and a similar number had no recreational 
activities in the past. 
Past club membership was never overly popular among the 
respondents, as fewer than half had been club members. Of 
these, women had a preference for church/religious groups, 
while men had been spread over a number of different 
organisations. Presently, only a small number of the 
respondents continue to hold onto their club memberships. 
Women no longer predominate in church/religious groups, 
possibly because their role there tended to have been 
charity/welfare oriented, which they can no longer fulfil now. 
Currently, the respondents tend to share their daily spare 
time with people other than those from their past, as family 
members and old time friends have in many instances been 
replaced by fellow nursing home residents and staff. Perhaps 
due to this "imposed" change of spare time companions, more of 
the respondents were choosing to spend their time alone than 
had done so in the past. By spending their time alone, the 
respondents were not interacting with others, preferring their 
own company for a variety of reasons. From the social exchange 
perspective, it appears that the respondents who were spending 
their time alone have been unable to perceive any benefits in 
interacting with their fellow residents, or others were 
unwilling to engage with them in exchange relations. These 
social isolates, both in the past and present, were less 
likely to have been very satisfied with life/generally happy. 
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As can be seen, the respondents have had to face a number of 
changes in their spare time and recreational activities since 
they moved into nursing care. Although for some, these changes 
were not extensive, and in fact may have even been 
beneficial, resulting in new companions/additional social 
exchanges, and a variety of new recreational activities; for 
others, such changes have meant boredom, or self-imposed 
aloneness. Also, the inconsistency in the type of recreational 
activities offered in the nursing homes, as reported by the 
respondents, has meant inequality in services provided. 
Furthermore, the respondents' varying levels of satisfaction 
and dissatisfaction with the activities being offered seem to 
reflect a great deal about their varied individual needs, as 
the provision of a lot of recreational activities by the 
nursing homes satisfied some respondents, but did not others; 
the reverse also held true. It is thought that the reason for 
such attitudinal disparity among the respondents may be multi-
fold, firstly, respondents may be said to differ in their past 
experiences and interests; secondly, they may differ in the 
limitations caused by their health status, in that certain 
disabilities, such as a loss of sight, hearing, or mobility, 
may prevent them from participating in some or most 
activities; and thirdly, they may differ in the level of 
"adjustment" to the nursing home, and the ability to interact 
with people in their immediate environment. 
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Chapter IX.: Life Perception- Past and Present 
This chapter is concerned with providing a more detailed 
information on the respondents' life attitudes. In so doing, 
the respondents' past, present, and future life perceptions 
are considered here. From this information, it should be 
possible to learn what makes the respondents happy, or sad, 
what is important to them, what worries them, the effects upon 
them of loneliness, depression, and aloneness, and why some 
may have a death wish. 
Such data should assist in determining whether the 
respondents' perception of life has altered after admission 
into nursing care, and if so, what factors have contributed to 
the changes that may have occurred. This information should 
also assist in understanding whether the past and likely 
future perceptions of life indicate any trends about the 
present life quality. Furthermore, a greater insight should be 
obtained into the factors which are likely to contribute to 
the respondents' quality of life. 
For a comprehensive xinderstanding of the current situation, 
the respondents were additionally invited to express their 
attitudes to self. In so doing, they were asked to describe 
themselves, and to state what they believe others think about 
them. The reason for this concern with their present self 
image was to discover if the respondents were likely to have a 
254 
positive or a negative self-attitude, and whether this self-
perception/description is in any way related to their life 
satisfaction/general happiness, and has any bearing on their 
social exchanges. 
A. Pre-Nursing Home Years 
1. past life perception 
Both male and female respondents reported that they had been 
very satisfied (Table 9.1) with their pre-nursing home life, 
and felt generally very happy in the past (Table 9.2), as the 
almost identical percentages for past life satisfaction and 
past happiness show, and which indicate a strong relationship 
between the two measures (Tau B=.61, p < 0.0001). The 
respondents' commonly given descriptions of their past life 
included such terms as 'enjoyable', 'fulfilled', and 'easy 
going' (Table 9.3). Childless respondents were just as likely 
to have been satisfied with their past life/generally happy as 
those with children; perhaps this is not a surprising outcome 
especially as Beckman and Houser (1982, p. 243) report that 
"evidence from social gerontology finds little support for the 
view that childless women [and the aged in general] are less 
satisfied or have lower-well being than others". 
Dissatisfaction with life and general unhappiness, on the 
other hand, seemed to be connected in some way to feelings of 
depression, sadness, and loneliness, but not necessarily to a 
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poor health rating (see chapter on health). Overall, only a 
few respondents (4%) in the current study had negative 
feelings about their past life experiences. 
Table 9.1 
Past Life Satisfaction by Sex 
very satisfied 
fairly satisfied 
not satisfied 
male 
% 
(n=74) 
66 
31 
3 
female 
% 
(n=137) 
72 
24 
4 
100 100 
ns. 
Q.: How satisfied had you been with your life when you 
were at your usual place of residence? 
Table 9.2 
Past General Happiness by Sex 
very happy 
fairly happy 
not happy 
male 
% 
(n=74) 
67 
30 
3 
female 
% 
(n=137) 
72 
23 
5 
100 100 
ns. 
Q.: How happy did you feel when you were at your usual 
place of residence? 
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Table 9.3 
Past Attitude to Life by Sex 
negative 
happy/enj oyable 
fulfilled/satisfied 
easy going/ordinary 
other positive 
uncertain 
male 
% 
(n=74) 
4 
31 
28 
18 
12 
7 
female 
% 
(n=137) 
6 
34 
23 
15 
15 
7 
100 100 
ns 
Q. : How would you have described your attitude to life 
at the time when you were at your usual place of 
residence? 
We already know from the previous chapters that those 
satisfied with their past life tended also to be very happy 
with their past family and friend contacts, and to feel close 
to family and friends (especially to their family); similar 
results were obtained for those who had been generally happy 
(see chapter on social contact). These respondents were also 
likely to have been very satisfied with their past 
accommodation (see Chapter V). However, no statistically 
significant relationships were found between past life 
satisfaction/ general happiness and any of the following- past 
financial status, metropolitan/country locality, or current 
marital status. 
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Those who had spent their spare time alone in the past, 
however, were less likely (56%) than the respondents with 
past spare-time companions (73%) to have been very satisfied 
with life (56%) (x', p < 0.05). These 'social isolates' were 
also less likely (59%) than the others (72%) to have been very 
happy (x*, p < 0.04) in the past. 
The above findings are not surprising as they are similar to 
those reported by Headey and Wearing (1981, p. iii) to the 
question of "What satisfies Australians?"; their results were 
as follows: the very high levels of satisfaction were due to 
close personal relationships (such as with children, spouse, 
friends), moderate levels due to income, accommodation and 
jobs, and low levels due to the amount of free time, worry, 
recreation and government policies. 
Toseland and Rasch (1979-80, p, 209) also report that 
the most important predictors of life satisfaction were 
social-psychological variables, particularly family life 
satisfaction, personal health satisfaction, and the 
number of close friends; demographic variables appeared 
to be relatively unimportant; environmental variables, 
such as satisfaction with the personal dwelling were 
important for respondents who were not satisfied with 
their family ties... 
Medley (1976, p. 454) concluded that "satisfaction with family 
life made the greatest single impact on satisfaction with life 
for each sex". 
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When asked what in their pre-nursing home life had been 
important to them, over a third of the respondents 
(particularly the married and the widowed) reported that their 
spouse/family/relatives (39%) had been so; for another 23%, it 
was their home/garden/pets; and for 10%, their own or spouse's 
occupation. For the rest, it was a combination of reasons, 
including friends/neighbours, good health, visits/trips/ 
hobbies, privacy/freedom, and contentment, to name a few. 
Interestingly, women had a tendency to choose their 
family/friends, home/garden/pets, good health, and visits/ 
trips/hobbies, as especially important to them, whereas men 
named more often their past occupation, and privacy/freedom. 
Metropolitan and country respondents did not differ in their 
choices here. 
It was also interesting to find that although past general 
happiness was strongly related to past death wish (x *, p < 
0.004), past life satisfaction was not; of the very happy 
respondents, 9% had a death wish at some time in the past, 
compared to 33% of the unhappy ones who did so. In all, 15% of 
respondents, both male and female, reported that they had a 
past death wish. The most commonly given reasons for having 
a death wish included illness, depression (such as due to the 
death of a spouse) and aloneness (Table 9.4). Of the 
respondents with very good past health, however, only 11% had 
a past death wish, compared to over two-fifth (44%) of the few 
whose health was not good at all in the past. Past health and 
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past death wish appeared strongly related (x*, p < 0.001), as 
a result. In addition, the respondents with a past death wish 
were less likely than the others to have been happy with the 
frequency of their family contact (x*, p < 0.03). Religion and 
metropolitan/country locality were not significantly related 
to the past death wish. 
Table 9.4 
Reason For Past Death Wish by Sex 
male 
% 
(n=74) 
only when ill/depressed/alone 
other negative (incl. death of spouse) 
never thought about it/always busy 
happy with life/likes living/contented 
wants to live long 
has never been ill/health OK 
other positive 
uncertain 
16 
3 
8 
27 
7 
7 
28 
4 
100 
female 
% 
(n=137) 
7 
6 
20 
23 
2 
0 
29 
13 
100 
p < 0.003 
Q. Why did you say so? [Did you ever have a wish to die 
when you were at your usual place of residence?] 
Overall, the majority of the respondents reported that they 
liked living; some even admitted that their wish had always 
been for a long life. Others said (particularly women) that 
they never had any thoughts of dying in the past. 
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B. Nursing Home Years 
1. present life perception 
Half of the respondents (51%) of both sexes reported being 
fairly satisfied with their life at the nursing home (Table 
9.5). Of the remainder, men were about evenly split between 
being either very satisfied or not satisfied, and women were 
more likely to be very satisfied than not satisfied (but not 
significantly). Overall, most respondents were satisfied with 
their life; this was true of both metropolitan and country 
respondents. Similar results were obtained on feelings of 
general happiness (Table 9.6). 
Table 9.5 
Present Life Satisfaction by Sex 
very satisfied 
fairly satisfied 
not satisfied 
male 
% 
(n=74) 
27 
51 
22 
100 
ns. 
female 
% 
(n=137) 
33 
52 
15 
100 
Q.: How satisfied are you with your life as a whole 
at the moment? 
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Table 9.6 
Present General Happiness by Sex 
very happy 
fairly happy 
not happy 
male 
% 
(n=74) 
27 
53 
20 
female 
% 
(n=137) 
34 
57 
9 
100 100 
ns. 
Q.: How happy do you usually feel these days? 
Other studies have also shown that there are no significant or 
systematic sex differences in self-perceived happiness (Gurin 
et at. 1960, Bradburn and Caplovitz 1965), life satisfaction 
(Liang 1982), or well-being in general (Larson 1978). As in 
the past, childless respondents in the current study were just 
as likely to be presently satisfied with life/generally happy 
as those with children. Age, country of birth, and self-
assessed financial status were not significantly related to 
life satisfaction/general happiness. Similarly, Clemente and 
Sauer (1976) reported that the socio-economic status has 
little effect on life satisfaction. 
Interestingly, those dissatisfied with life in the current 
study almost quadrupled to 14% between past and present (an 
increase of 10%), and the unhappy doubled to 9%. The latter 
figure is very much in keeping with Bradburn's (1969) report 
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that 5% to 15% of population samples tend "not to be too 
happy", or 8% "not very happy". This would then suggest that 
the current respondents were not more unhappy than the 
proportions expected in the wider community. In fact, Bradburn 
(p. 42) explains that in the most depressed community, the 
proportion of the "not too happy" can reach 20% or more. The 
doubling of the currently unhappy respondents may reflect 
issues to do with recall, or effects attributable to the 
nursing home environment, or it may be a function of age/ 
increased illness. 
The married respondents were most likely of all the 
respondents to be dissatisfied with life (29%), whereas the 
never married were least likely (10%) to have been so. 
Possibly the reason the married were more likely than the 
others to have been dissatisfied is that they in most cases 
were no longer residing with their spouses; nevertheless, more 
of the married respondents had been dissatisfied than unhappy 
(21%). Again, the never married were least likely of all the 
respondents to have been unhappy (7%) (x*, p < 0.02); in 
contrast, the divorced/separated (43%) were most likely (as in 
the past) to have been so. It is not surprising, therefore, 
that the very happy respondents tended to comprise the never 
married and the widowed. 
Other researchers have shown, however, that usually the 
married aged have a greater life satisfaction than those of 
the other marital statuses (Andrews and Withey 1976, Campbell 
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et al. 1976, Campbell 1981, Hyman 1983, Rubinstein 1987, 
Harvey and Bahr 1974, Glenn 1974, and Ward 1979). Possibly 
this tendency towards a greater life satisfaction among the 
married would mostly be so outside institutional care where 
they are still residing with their spouses; the never married 
are believed to be next in line in relation to life 
satisfaction/well-being (Gubrium 1975), and at times, 
particularly among the non-institutionalised, may achieve a 
higher level of well-being than the married (Neyland and 
Shadbolt 1987). Larson (1978, p. 114) explains that 
studies which differentiate unmarried statuses suggest 
that the well-being of single people tends to be roughly 
equivalent to that of married persons, while the widowed, 
divorced, and separated persons tend to have lower 
reported well-being. 
On the whole, the respondents in the current study who were 
satisfied with their present life, tended to feel generally 
happy as well (Tau B=.58, p < 0.0001), and were much more 
likely to say that "nothing" has really changed (for better or 
worse) in their life since they moved into the nursing home 
(x ', p < 0.03). Interestingly, up to 45% of the respondents 
reported that their lives had not changed significantly post-
admission; for the rest, changes were felt in terms of 
diminished freedom, new rules (particularly by the generally 
unhappy), physical separation from family, greater dependency 
on others, and poorer health. A quarter (23%) of the 
respondents were both very satisfied with their life, and 
generally very happy; a much smaller group (9%) comprised the 
dissatisfied and the unhappy. As can be seen, the largest 
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group of respondents (42%) felt moderately (fairly) satisfied 
and happy. This is not to say that some respondents were 
satisfied but unhappy, and vice versa (see chapter on 
literature review). 
It is not surprising that such positive results were obtained, 
especially as 43% of the respondents used the following 
adjectives (in response to an open-ended question) to describe 
their attitude to life as: 'fulfilled', 'good', 'satisfied', 
'happy'; two-thirds of these were metropolitan respondents. 
Another 13% chose a variety of other positive terms. A fifth 
(20%) thought that there was nothing special about their life; 
and the rest were "fed up with their life", felt 
lonely/depressed, or were uncertain what to think (Table 9.7). 
Based on Campbell et al.'s (1976) measures of life quality 
(which were an adaptation of the semantic differential 
technique developed by Osgood et al. 1957), but modified for 
the current study, respondents were asked to respond 
affirmatively or negatively to a series of ten statements, the 
purpose of which was to determine how they felt about life in 
general. The outcome was as follows. About three-quarters 
(70%-75%) of the respondents selected the following words, 
from the opposite or "polar" adjectives given, to describe 
their life as enjoyable, easy, friendly, and hopeful; in 
addition, between 60% and 69% agreed that their life was 
interesting, worthwhile, full, and free; and 57% stated that 
it was also rewarding, and "brings out the best in them". 
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Table 9.7 
Present Attitude to Life by Sex 
fed up/not good/not worthwhile 
lonely/depressed 
other negative 
alright/average/nothing special 
fulfilled/good/satisfied/happy 
other positive 
uncertain 
male 
% 
(n=74) 
12 
5 
4 
16 
42 
11 
10 
female 
% 
(n=l37) 
6 
4 
1 
23 
43 
14 
9 
100 100 
ns. 
Q.: How would you describe your attitude to life at the 
moment? 
The rest found life boring, miserable, useless, lonely, empty, 
discouraging, tied down, disappointing, and without giving 
them a chance. Not all of the respondents described their life 
in either glowing or derogatory terms, however, as there were 
those who expressed a mixture of positive and negative 
statements about their life. Gender differences were not 
statistically significant. 
Those who did not spend their spare time alone were more 
likely (74%) to choose the positive descriptions, compared to 
only a half (50%) of the respondents who were alone who did 
so. As expected, the respondents' life satisfaction/general 
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happiness ratings were found to be directly related to the 
words selected (x *, p < 0.001); this would then suggest that 
the list of words is consistent with the respondents' overall 
reported attitude to life. Campbell et al. (1976, p. 40) also 
state that "all of these relationships [involving the ten 
pairs of descriptive items] are congruent with those found for 
both overall life satisfaction and happiness". 
The main explanations given by the respondents to the question 
of why they were satisfied with life and/or generally happy, 
included having family and friends who love and care, liking 
the nursing home, and being without serious health problems or 
other worries. Similarly, a study by Rettig and Bubolz (1983) 
recognises the significance of family to a person's well-
being, particularly a family which creates a warm, 
affectionate and caring environment. Campbell et al. (1976) 
also show that marriage and family life have especially high 
satisfaction levels. Other studies indicate that contact with 
friends is associated with life satisfaction, in that it is an 
especially preferred social activity among the elderly 
(Palmore and Kivett 1977; Pihlblad and Adams 1972). 
Similarly, when the respondents in the current study were 
asked what in life can make them both satisfied and happy, 
again the main reasons included spouse/family/relatives, 
friends, good care/health, as well as hobbies/recreation/ 
visits/entertainment. Males and females gave similar replies. 
Also, to the question concerning what they think is presently 
267 
important to them in life, the respondents replied that 
spouse/family/relatives (as in the past), better health/ 
mobility, good care, and to be contented (again, as in the 
past). No metropolitan/country differences were found. 
However, females were twice as likely as males to mention 
spouse/family/relatives as especially important to them (x ', p 
< 0.01). 
The dissatisfied with life and the generally unhappy in the 
current study felt so because they were missing their family 
and own home, felt lack of freedom, had health problems, and 
disliked the nursing home. No significant metropolitan/coxintry 
or marital status differences were found. The generally 
unhappy respondents were also likely to feel lonely, alone, 
and/or depressed. In fact, over a half (56%) of the 
respondents dissatisfied with life felt alone, compared to a 
quarter (26%) of the very satisfied ones who did so. 
It was also interesting to discover that the dissatisfied 
respondents were nearly twice as likely as those who were 
satisfied with life not to be religious (Tau B=.12, p < 0.05). 
In fact, 56% of the dissatisfied respondents were not 
religious compared to only 32% of the very satisfied ones who 
were so. Similar results were found for present feelings of 
happiness and present religiosity (and for past religiosity 
and past life satisfaction/general happiness). The importance 
of religion to life quality is not entirely clear, however, 
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because it was not named by the respondents as one of the 
factors that made them satisfied or happy. Other researchers 
also believe that more research is needed to determine whether 
there is a positive association between religiosity and life 
satisfaction/overall happiness (Blazer and Palmore 1976; 
Moberg and Brusek 1978; Hunsberger 1985; Koening, Kvale and 
Ferrel 1988). 
The respondents who were very satisfied with their present 
life were twice as likely as the dissatisfied to be very happy 
with their family contact, and five times as likely to be 
very happy with their friend contact (see chapter on social 
contact). They were also more likely to report being very 
close to their family and friends. A weaker relationship was 
noted, however, between feelings of general happiness and 
closeness/happiness with the frequency of contact. 
Furthermore, it was noted that present health was directly 
related to present life satisfaction and general happiness. 
The respondents who rated their health as very good tended to 
be satisfied with life/generally happy, whereas those who 
rated their health negatively were more likely than the others 
to be dissatisfied and unhappy (see chapter on health). Other 
studies have also shown perceived health as an important 
determinant of life satisfaction (Edwards and Klemmack 1973, 
Palmore and Luikart 1972, Tornstam 1975, Spreitzer and Snyder 
1974, George and Landerman 1984). However, the influence of 
health on well-being may not simply be "the direct effect on 
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how people feel physically, but also on what their health 
allows them to do" (Diener 1984, p. 560). 
Fifty per cent of the respondents said that presently nothing 
frightens or worries them. For the rest, their main causes of 
worry included health becoming poorer or having a fall (x*, p 
< 0.001), and matters relating to the family (for example, son 
being unemployed, or daughter-in-law becoming ill etc.) 
Again, no significant gender differences were noted. Of those 
who often felt worried, 9% believed that they did not worry 
too much, especially men said so. The dissatisfied with life 
(including generally unhappy) respondents were more likely 
than the satisfied to be worriers (x*, p < 0.002); of these, 
females had a greater tendency (44%) than males (30%) to worry 
(x*, p < 0.05). Similarly, those with poor or "not good at 
all" health were more likely to worry (x*, p < 0.05). Overall, 
more than half (58%) of the respondents dissatisfied with life 
had worried, compared to only a quarter (23%) of the very 
satisfied ones who did so. The divorced/separated (56%) were 
especially likely to worry (and most likely to be generally 
unhappy), compared to the never married (33%) who were least 
so. 
It was also interesting to find that nearly half (47%) of the 
respondents dissatisfied with life reported having had a death 
wish at some time at the nursing home, compared to only 6% of 
the very satisfied ones (x*, p < 0.001); even more (57%) of 
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the generally unhappy respondents had a present death wish, 
compared to 9% of those who were very happy. 
The divorced/separated (42%) were particularly likely to 
report having a death wish, which appears in keeping with the 
previous findings which showed that the divorced/separated 
were most likely to be generally unhappy, to worry, to have 
poor health, and to desire recognition from others. In 
reality, of the respondents with a death wish, 58% said that 
they needed recognition from others, compared to only 30% of 
those without such a wish who said the same (x*, p < 0.01). 
The married (18%), on the other hand, were least likely to 
admit having a death wish; this was not found to be the case 
in the past. The frequency of present family/friend contact 
was found to be insignificantly related to the death wish (as 
it had been so in the past). 
On the whole, however, respondents with a current death wish 
were not the same ones who had a death wish in the past; only 
a quarter (24%) of the respondents with a present death wish 
had a past death wish. Two-thirds (66%) of the respondents 
reported never having had a death wish. 
The reasons given by the respondents for having had a death 
wish during their stay at the nursing home were similar to 
those of the past, such as when they were feeling ill/in pain, 
or depressed (Table 9.8). In fact, the respondents in poor/not 
good at all health were much more likely (46%) than those with 
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reported very good health (5%) to have had a death wish at 
some time. It was not surprising to find, therefore, that the 
relationship between present health and present death wish was 
significant (x*, p < 0.02). It was also interesting to 
discover that of those with the present death wish, two-thirds 
(64%) often felt depressed (x*, p < 0.001), with women (44%) 
having a greater predisposition to depression than did men 
(30%) (X ', p < 0.05). 
Table 9.8 
Reason For Present Death Wish by Sex 
only when ill/in pain/depressed 
other negative 
does not think/worry about death 
no reason to desire death/no problems 9 
wants to live long/likes living 
other positive 
uncertain 
male 
% 
(n=74) 
18 
7 
8 
IS
27 
16 
15 
female 
% 
(n=137) 
10 
10 
10 
14 
17 
19 
20 
100 100 
ns. 
Q.: Explain why. [Do you have any wish to die?] 
Other studies have also shown (Templer 1971) that there is a 
positive relationship between death anxiety and depression. 
Cameron, Stewart and Biber (1973, p. 93) report, however, that 
women were found to think about death more often than did men; 
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one of the explanations given is that women are often of a 
lower social status, and are more religious than men, and that 
these characteristics tend to be in keeping with thoughts of 
dying. This was not the case in the current study, however; 
above all, there was not a statistically significant gender 
difference in relation to the death wish. 
In all, 24% of the respondents in the current study (or 15% in 
the past) reported having had a death wish at the nursing 
home. Two-thirds of these were country respondents. It is not 
known why the country respondents were more likely to report 
having had a death wish at the nursing home. Perhaps 
loneliness is one of the contributing factors, as it was noted 
that 76% of those with a present death wish said that they 
were lonely (x*, p < 0.001); of the these, the country 
respondents were more likely to be lonely than the 
metropolitan ones. 
2. loneliness/depression/sadness/aloneness 
Although only a quarter (25%) of the respondents who were very 
satisfied with their present life reported feeling lonely, 
three-quarters of the few dissatisfied ones said that they 
were lonely (x*, p < 0.002). Similarly, only 15% of the very 
satisfied respondents felt depressed, compared to the majority 
of the dissatisfied ones who did so (x*, p < 0.001). Again, 
the results on feelings of sadness follow the same pattern 
(X », p < 0.001). 
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In all, 46% of the respondents admitted to often being 
lonely, of whom women were slightly more likely than men to be 
so, when at the nursing home; 43% of both sexes said that they 
were sad; 39% that they were depressed, again women were more 
likely to be so (x', p < 0.05), and 38% of both sexes often 
felt alone. (No comparative data were collected on past 
loneliness/depression/sadness/aloneness.) In addition, over a 
third (39%) of the lonely and the depressed had a death wish 
at some time in the nursing home (x*, p < 0.001); a similar 
result was found for those who felt sad (37%) (x*, p < 0.001). 
The respondents who had a negative self-perception (and 
description) were also more likely to often feel depressed 
(x*, p < 0.001); but no relationship was found between the 
self-image and loneliness. As can be seen, a number of 
negative factors, such as depression, loneliness, sadness, 
the death wish, and a negative self-image, appear to be 
interrelated. 
Interestingly, the above figure for loneliness does not fit 
the range indicated by Creecy et al. (1985, p. 487) who state 
that "loneliness is a serious problem for elderly adults that 
affects from 12% to 40% of the total population aged 65 years 
or older". Possibly institutionalisation and its by-products 
have been partly responsible for the relatively large number 
of lonely respondents in the current study. 
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Overall, most of the respondents who had been dissatisfied 
with life were depressed, sad, lonely, and even worried (x *, p 
< 0.01); nearly a half of these thought of others as 
unfriendly. In total, a third (32%) of the respondents were 
both depressed and lonely. 
Furthermore, two-thirds (63%) of the very dependent 
respondents were often lonely, compared to only 42% of the 
independent ones who felt so. Similarly, half (53%) of the 
very dependent respondents were often depressed compared to 
36% of those who were independent. The dissatisfied with life 
and the generally unhappy were also more likely to be very 
dependent on others (see the previous chapter on health). 
If we assume that dependency implies asymmetrical exchanges, 
then the finding that dependency is related to loneliness may 
be in keeping with Rook's (1978, p. 151) statement that 
asymmetrical (or unequal) exchanges, where underbenefiting or 
overbenefiting occurs, are associated with loneliness. No 
statistically significant relationship was found between 
loneliness and marital status, however. 
About one in ten (11%) of the lonely respondents were without 
family, which means that they were twice as likely as the 
other respondents not to have family; similarly, they were 
nearly twice as likely (19%) as the others not to have 
friends. Also, the lonely were less likely than the others to 
have been very happy with the frequency of their family and 
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friend contact. The length of residency had no effect on 
loneliness, however. 
The respondents who rated themselves as financially "not well 
off at all" were most likely to report feeling lonely (57%) 
(x*, p < 0.001), and to be depressed. Furthermore, the 
respondents who rated their health as poor or not good at all 
were two or three times more likely than the other respondents 
to be lonely (x*, p < 0.001), depressed (x', p < 0.001), or 
sad (x*, p < 0.05). Similarly, those who felt inferior to 
others, and/or thought that others did not respect them, had a 
tendency to feel lonely and depressed. These findings suggest 
that factors such as a negative financial status, poor health, 
dependency, inferiority, and the need for respect are also 
interlinked with depression and loneliness. 
Of the respondents who often felt lonely, over a half (59%) 
also felt alone when with others. Interestingly, a third (33%) 
stated (mostly metropolitan respondents) that they would do 
everything not to be alone. But then a quarter (26%) of 
respondents said that they (for various reasons, due to 
circumstances or choice) have tried to isolate themselves as 
much as possible from others. In all, 59% of the respondents 
reported that they prefer to keep to themselves. The length of 
residency had no effect on whether the respondents preferred 
to keep to themselves and/or felt alone when with others. 
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Of those very satisfied with life, 26% felt alone, compared to 
57% of the dissatisfied; similar results were obtained for the 
generally happy respondents. Also, those who were spending 
their spare time alone were more likely to be depressed (50%) 
and sad (53%), compared to the other respondents (34%, 39% 
respectively). As can be seen, aloneness is yet another factor 
which is related to loneliness and depression. 
Despite their reported desire to keep to themselves, the 
divorced/separated were most likely (64%) to report feeling 
alone even in the company of others (which is expected as they 
were more likely than the others to feel lonely, depressed and 
sad), whereas the never married were least likely (27%) to 
have done so. Gxibrium (1975, p. 39) argues that never married 
do not feel lonely or alone as: 
.. . they [the long-term single aged] typically say they 
have always been isolated... they do not commonly mention 
that they are lonely... their daily lives are solitary 
ones, and ones that they take for granted... 
Similarly, Kendig and Rowland (1983) suggest that the never 
married, as self-sufficient individuals, enjoy being alone. 
3. future life perception 
Although past life satisfaction/general happiness seem not to 
have any bearing on the respondents' reported attitudes 
towards the future, this was not so in the case of their 
present satisfaction/general happiness, which appear strongly 
related to the respondents' future perception. In fact, those 
currently satisfied with life were found to have a positive 
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future attitude, and the dissatisfied to have a negative one 
(x*, p < 0.002); similar results were obtained for the 
generally happy and unhappy (x', p < 0.001), respectively. It 
seems, therefore, that attitudes to the future may underpin 
the respondents' present attitudes to life. 
Most of the respondents reported seeing their future in one 
of four way: (a) no future left (22%), (b) unknown/do not 
think about it (23%), (c) same as now/no change (15%), and 
(d) secure/good/ better/other positive (23%). Men were 
especially likely to say that there is no future (see Table 
9.9); this either meant that they were pessimistic about their 
future, or that they were "realistically" looking at their 
future. Both metropolitan and country respondents had similar 
views in this regard. No marital status differences were found 
here. 
Kulys and Tobin (1980, p. Ill) report that "a relative lack of 
concern with the future is one of the most consistent findings 
in surveys of older people". Two-thirds of the elderly 
respondents in the Shanas et al. (1968) study said that they 
live for the present, believing that tomorrow will "take care 
of itself". Another study by Heyman and Jeffers (1965) shows 
that half of the aged express no special concern about life in 
the future; the explanation given for this finding is that the 
elderly feel secure having family, good health, and other 
resources to keep them well. James (1964), however, stated 
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that the lack of concern about the future was due to avoidance 
or denial of a future which was "threatening". The current 
study appears to be consistent with all of the above 
viewpoints (see Table 9.9). 
Table 9.9 
Perception of Future by Sex 
frightening/worrisome/ 
other negative 
no future left/nothing 
does not think about it/ 
iinknown 
same as now/no change 
secure/care assured at 
the nursing home 
promising/good/better 
other positive 
no answer 
male 
% 
(n=74) 
5 
39 
15 
18 
4 
7 
7 
5 
female 
% 
(n=137) 
12 
12 
28 
13 
10 
6 
12 
7 
100 100 
X *, p < 0.003 
Q.: How do you see your future? 
4. self-perception 
Two- th i rds (67%) of t h e r e s p o n d e n t s r e p o r t e d l i k i n g 
themselves; although males were s l igh t ly more l ike ly to say 
so, females were more l ike ly to be uncertain what to think 
about themselves. (The respondents were not questioned about 
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their past self-image, however.) Age, marital status, and 
length of residency at the nursing home, did not appear to 
have influenced how the respondents assessed themselves. This 
may be because, as Ziller (1974, p. 309) explains that "the 
self-concept is relatively stable, [even though] it is subject 
to change and is responsible to long term situational 
changes...". 
The respondents with a negative image were more likely to say 
that they were very dependent on others. In fact, 35% of the 
very dependent respondents in the current study perceived 
themselves (for a variety of reasons) in negative terms, 
compared to only 9% of the independent ones who did so (x*, p 
< 0.03). 
Other studies have shown that participants who have a low 
sense of control over their everyday life, tend to have a 
negative self-concept (Reid, Haas and Hawkings 1977). Hunter, 
Linn and Harris (1981-82, p. 124) in fact report that the 
"loss of control by institutionalisation or by one's 
disability .. . seems to ...[cause] negative feelings toward 
the self". 
Over a half (55%) of the respondents in the current study used 
the following positive terms to describe themselves, happy/ 
satisfied, friendly/good/respectable/honest/well-mannered. Of 
the rest, 10% thought that they were ordinary, 12% used 
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negative descriptions, and 15% were uncertain what to say 
about themselves. No statistically significant gender 
differences were noted. 
Of the small number of respondents who described themselves 
negatively, most were from country homes. Perhaps this outcome 
is in some way linked to the higher rate of the following four 
factors among the country respondents- a death wish, 
loneliness, dependency, and a greater likelihood of being 
without family, or having fewer family/friends in the locality 
of the nursing home. (This means that the country respondents 
were less likely to possess close-tie others to reconfirm 
their personal value). In comparison, the metropolitan 
respondents had a greater tendency than those from the country 
to describe themselves as average/alright, or respectable/ 
honest/good (x , p < 0.02). 
Anderson (1965) found that the self-concept is more positive 
in the aged who report having a greater variety and frequency 
of interpersonal contact; this is not to say that some 
respondents with a preference for their own company would not 
remain happy, as they would value privacy enough to isolate 
themselves from others, especially when privacy may be a rare 
commodity at the nursing home. Other studies have also shown 
that individuals appraise themselves more highly and like 
others better when they receive approval from others (Jones 
1973). 
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The current study has found that the majority of the 
respondents with daily (85%) or weekly (65%) present family 
contact were likely to think of themselves as important to 
others; those without family (28%) or with only monthly or 
less frequent family (20%) contact were least likely to do so 
(X', p < 0.001). No such difference was recorded for friend 
contact; what was discovered, however, is that the 
respondents with daily and weekly friend contact were more 
likely than the others to say that they needed recognition 
from others (x*, p < 0.01), especially males did, as more 
females were uncertain what to say. Of these, the 
divorced/separated were most likely (64%) to need recognition 
from others, while the married (18%) were least likely to do 
so (X*, p < 0.002). Also, the country respondents (44%) were 
more likely than the metropolitan ones (30%) to need such 
recognition (x*, p < 0.02), which again would appear to be in 
keeping with their greater likelihood of having a death 
wish/associated negative feelings. 
The respondents who generally felt happy (55%) were more 
likely than the unhappy ones (43%) to think of themselves as 
important to others. Similar comparisons were not found, 
however, for those who felt satisfied with life. About half 
(52%) of both males and females in the current study thought 
that they were important to others (the married and the 
country respondents were slightly more likely to say so), 
especially to their families, and to those whom they found 
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friendly; nevertheless, they did not have a greater tendency 
than the other respondents to possess a positive self-image. 
Even though males were more likely to report that they were 
unimportant to others, females were more likely to be 
uncertain as to their importance (x*, p < 0.05). The main 
explanation given by the respondents of both sexes to the 
question of why others may have perceived them as unimportant 
is that they are old and/or ill. However, only a very small 
number of respondents (13%) reported feeling inferior to 
others, or believed that others did not respect them (16%). 
Those who felt inferior (79%) had a greater tendency than the 
others (61%) to be dependent on others (x*, p < 0.03). No 
statistically significant relationship was found, however, 
between feelings of inferiority/lack of respect by others, and 
the way the respondents described their fellow residents, or 
whether they had critical feelings towards others. The length 
of time spent at the niursing home and the frequency of social 
contacts also had no impact here. Similarly, no direct 
relationship was found between feelings of inferiority and 
life satisfaction/ general happiness. 
Of the respondents with a very good health rating, two-thirds 
(66%) perceived themselves in positive terms, compared to only 
8% of those with a "not good at all" rating, who saw 
themselves positively (x *, p < 0.005). Also, three-quarters 
(74%) of those with a very good health rating described (as 
opposed to 'perceived') themselves in positive terms, compared 
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to 39% of the respondents with a "not good at all" rating 
who did so as well (x*, p < 0.001). No statistically 
significant relationship was found between the present health 
status and feelings of inferiority to others, or lack of 
respect from others. Eighty-three per cent of the respondents 
who rated themselves as financially very well off, also 
perceived themselves in positive terms, compared to only a 
third (37%) of those who regarded themselves as not very well 
off at all (X*, p < 0.05). No statistically significant 
relationship was found between self-description (as opposed to 
self-perception) and the financial status, however. 
Overall, the respondents with a positive self-concept, who had 
good health and rated themselves as financially very well off, 
tended to be very or fairly satisfied with their life, 
compared to those with a negative self-image who reported 
being fairly satisfied or dissatisfied (x*, p < 0.02). Similar 
results were found for those with feelings of general 
happiness (x*, p < 0.001). Carp (1974, p. 451) also found that 
to predict the older person's happiness in a new environment, 
"one important piece of information about him was that he had 
a favorable view of himself". Naugarten et al. (1961) 
recognise the self-concept as one of the components of life 
satisfaction. 
Some research (Kogan and Wallach 1961; Mason 1954) shows, 
however, that the elderly experience a decline of self 
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concept, and a decrease in happiness (Kuhlen 1956). An 
opposite view is taken by Trimakas and Nicolay (1974, p. 4 37) 
who report that the self-concept increases with old age; and 
that "... old people with high self-concept appear to be 
better adjusted than those with low self-concept". Similarly, 
Larson et al. state that the positive self-concept increases 
with age, and with the length of stay in institutional care. 
Conflicting views also exist in research regarding the impact 
of institutionalisation on the self-concept (Larson et al. 
1984) . 
Because past data were not collected on the self-concept, the 
current study is xinable to show comparisons. What may be said 
is that both males and females in the current study perceived 
themselves in a similar way, and that their self-image did not 
appear related to the length of residency, or age. In all, 
the respondents tended to be positive about themselves. This 
is an important finding, particularly from the exchange 
perspective, as it is thought that those who were likely to 
view themselves as worthwhile (that is, as individuals with 
valued resources) would attempt to engage in exchanges with 
others. 
C. A Comparison of Life Satisfaction/General Happiness 
The respondents' past state of general happiness is only 
likely to be a moderately strong indicator of their current 
state, in that although most of the respondents who had been 
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happy in the past, have continued being happy; half of those 
who had been very happy in the past have become fairly happy 
in the present (Table 9.10). The relationship between past 
life satisfaction and present life satisfaction was found to 
be weaker (Table 9.11). Interestingly, half of the small 
number of the past dissatisfied/unhappy respondents have 
become satisfied/happy in the present. 
Overall, however, more of the past generally happy respondents 
have been able to remain happy in the present, than of those 
satisfied with life in the past, who have remained similarly 
satisfied in the present. In other words, it has been possible 
for somewhat more respondents to maintain the same state of 
general happiness over a time, than it has been for them to 
maintain the same level of life satisfaction. It seems likely 
that the respondents were more successful at retaining a 
similar mood (or happiness) than they were in coming to terms 
with a change/adjustment in their personal goals (or life 
satisfaction), which may have been affected by illness or 
other life domains. Palmore and Kivett (1977) report that the 
best predictor of life satisfaction is the person's rating of 
past life satisfaction. Campbell et al. (1976) have also found 
that "the elderly report considerable satisfaction with their 
lives despite rather limited expressions of happiness". 
In all, however, the levels of present life satisfaction/ 
general happiness have decreased in intensity compared to the 
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past ratings, as now we not only have fewer very 
satisfied/happy respondents, but more dissatisfied/unhappy 
ones as well. In reality, a third of the respondents (31%) 
reported being very happy in the present, compared to over two 
thirds (70%) who had been so in the past (or were presently 
perceiving themselves to have been so in the past); almost the 
same percentages were obtained for life satisfaction, except 
that fewer respondents were "fairly" satisfied than "fairly" 
happy. The biggest disparity appears to have occurred in 
relation to the dissatisfied/unhappy, with their numbers 
increasing, up to four times between past and present. What 
this means is that the number of dissatisfied/unhappy 
respondents in the pre-nursing home years was much smaller 
than it is now. 
Although past life satisfaction/general happiness (Tau B=.61, 
p < 0.0001) and present life satisfaction/general happiness 
(Tau B=.58, p < 0.0001) have been found to go "hand-in-hand", 
the relationships of past/present satisfaction and 
past/present happiness, even though much weaker by comparison, 
are still moderately strong. Campbell et al. (1976) report 
that the people who attain happiness tend to be the same ones 
who are satisfied with their lives as a whole, and that the 
correlation between the two states, though not perfect, is 
normally at .50 for a cross-section of the population. This 
then suggests, as Campbell et al. (p. 8) argue, that "there is 
some significant minority of persons who report relative 
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happiness along with relative dissatisfaction with their 
lives, and the converse". 
Some discrepancy exists in other research as to whether life 
satisfaction and general happiness increase or decrease with 
age (Borges and Dutton 1976). Riley and Foner (1968) state 
that life satisfaction declines, whereas other researchers 
believe that the opposite occurs, or that no relationship 
exists (Clemente and Sauer 1976; Edwards and Klemmack 1973; 
Palmore and Luikart 1972). The current study indicates that 
life satisfaction and general happiness decline, particularly 
in terms of intensity. 
Table 9.10 
Present General Happiness by Past General Happiness 
very fairly not 
happy happy happy 
% % % 
(n=148) (n=54) (n=9) 
very happy 38 17 11 
fairly happy 50 74 33 
not happy 12 9 56 
100 100 100 
Tau B=.20, p < 0.002 
Q.: How happy did you feel when you were at your usual 
place of residence? 
How happy do you usually feel these days? 
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Table 9.11 
Present Life Satisfaction by Past Life Satisfaction 
very fairly not 
satisfied satisfied satisfied 
% % % 
(n=148) (n=56) (n=7) 
very satisfied 34 23 28 
fairly satisfied 47 66 29 
not satisfied 19 11 43 
100 100 100 
Tau B=.05, p < 0.5 
How satisfied had you been with your life when you 
were at your usual place of residence? 
How satisfied are you with your life as a whole at 
the moment? 
D. Conclusion 
Nearly all of the respondents (97%) reported having been 
satisfied with their past life, and having felt generally 
happy in the past. Although most continued to be satisfied 
(82%) and happy (87%) in the present, the intensity of their 
feelings decreased, with the majority becoming moderately 
satisfied with life/generally happy, whereas in the past they 
were very satisfied/happy. 
With the decline in intensity of life satisfaction/general 
happiness, greater feelings of dissatisfaction/unhappiness 
have emerged; so much so that currently, four times as many 
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respondents were foiind to be dissatisfied with life (compared 
to the past figure), and twice as many as in the past tended 
to be generally unhappy. Whether this outcome is a function of 
recall (that is, whether the respondents' past life 
perceptions have been influenced by the current situation), or 
whether it represents a real change, is not known. 
The presently dissatisfied with life and the generally unhappy 
respondents tended to be "fed up with their life", felt 
lonely, depressed sad, and/or alone, to name the principal 
negative factors. They felt this way because they missed their 
family, own home, freedom, had health problems, tended to 
worry, and some disliked the nursing home. These respondents 
also tended to have a negative self-image, came from country 
homes, and perceived themselves as "not very well off" 
financially. This appears to suggest that a series of negative 
factors were interrelated. 
Nevertheless, most respondents continued to be satisfied with 
life/felt generally happy because they found life good and 
fulfilling, due to having family and friends who "love and 
care", liking the nursing home, and perceiving themselves as 
being without serious health problems or other worries. These 
respondents tended to have a positive self-image, and to 
consider themselves as financially very well off. Despite such 
a positive outcome, only a quarter of the respondents 
described their future in positive terms, namely, as secure, 
good, and even better than the present. The rest saw their 
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future in one of three ways, "no future", "future unknown", or 
"future without change". 
In all, two-thirds of the respondents reported liking 
themselves, and just over a half considered themselves to be 
important to others, especially to their family and friends. 
In fact, those who felt important to others were more likely 
than the others to report having frequent family/friend 
contact. What is not known is whether they begun to feel 
important due to their social contact, or whether they were 
important so had the social contact. From these findings, 
little can be said about the significance of a positive self-
image to social exchange. It is believed that those with 
strong-ties in particular would be engaging in exchanges with 
family and friends. Similarly, it is believed that those who 
were likely to view themselves as important or worthwhile 
(that is, as individuals with valued resources) would wish to 
interact with others. 
The respondents with a positive self-perception considered 
themselves as either fairly dependent or independent of 
others; those with a negative perception were more likely to 
say that they were very dependent. The impact of 
institutionalisation on their self-perception is not known. 
Health may be the linking factor here, as the self-image was 
found to be directly related to the health rating, and we know 
from the chapter on health that although dependency is not 
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strongly associated with health, it is possible to deduce that 
those with a very good health rating were more likely to see 
themselves as independent of others. It seems, therefore, that 
health and dependency are interrelated with the self-image. 
Interestingly, however, the respondents were more likely to 
describe themselves positively than to perceive (or think 
about) themselves so. 
Based on the overall findings, it appears that while at the 
nursing home, the respondents have been experiencing general 
happiness, due (directly or indirectly) to their family/friend 
contact, which provided them with love and affection; life 
satisfaction, on the other hand, they appeared likely to 
achieve as a result of feeling secure and cared for at the 
nursing home, as well as being without perceived health 
problems or other worries; and their positive self-image was 
influenced by relatively good health, little or no 
dependency, and a feeling of being important to others. 
The change in the intensity of feeling was most visibly due to 
what can be termed as a "home sickness" factor, in that the 
respondents expressed a desire to be back in their own homes, 
with their own families, in a chosen (often past) environment 
(such as a boarding house, a farm, or a family home with a 
garden), among familiar objects and people (such as 
neighbours). These feelings appeared to occur regardless of 
the existing nursing home situation. What seems to have been 
happening is that the respondents developed two sets of 
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feelings, one towards a living situation that they would have 
liked to retain (but which no longer existed), and one that 
they have at the nursing home. In other words, a duality or 
perhaps a multitude of feelings, both positive and negative, 
towards their life experiences seemed to reflect their well-
being. 
The respondents who acknowledged the advantage, or at least 
the necessity of being at the nursing home (see chapter on 
accommodation) were the ones most likely to accept the 
nursing home situation, and to see the positive aspects of 
being there, which they then appeared to incorporate with the 
other 'influences' (such as family contact). This explanation 
is then likely to account for the life satisfaction/ general 
happiness, and similarly expressed positive attitudes to the 
other life domains. 
The present life quality that the respondents have been 
experiencing seem, therefore, to have been determined by a 
number of influences. Interestingly, the majority of the 
respondents appeared to have achieved what it takes to 
continue having at least a moderate and for some very intense 
life satisfaction and general happiness while at the nursing 
home. This has meant having one-bed wards for greater privacy, 
or multiple-bed wards for people-contact (to overcome possible 
loneliness), support of family and friends, nice meals, 
outings, entertainment, group activities (recreational). 
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friendly staff, competent nursing/medical care, personal 
effects, and non-senile peers. 
What this discussion provides is a recognition (or at least a 
summation) that a total environment may be necessary to make 
more nursing home residents satisfied with life and generally 
happy, especially at the more intense level. As can be seen, 
the way the various life domains (accommodation, health, 
social contact, recreation) are interconnected is likely to 
determine the life quality of these respondents. 
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Chapter X.: Data and Theory-
Quality of Life and Social Exchange 
This chapter reviews the nature of the relationship between 
social exchange and life quality. This review is in the 
context of the primary hypothesis of the study "that a decline 
in social exchanges leads to a reduction in quality of life". 
The concern here is with whether life quality and social 
exchanges are involved in a causal relationship, where changes 
in social exchange, occasioned by institutional residence, 
influence changes in life quality. The null hypothesis is that 
changes in social exchange do not impact on the quality of 
life. (For extensive definitions of the concepts of life 
quality and social exchange, refer to the literature review 
chapter; for reference to the study design model, see the 
introductory chapter, and for detailed study results, consult 
the preceding data chapters.) 
This chapter begins with a discussion of the life satisfaction 
and happiness data. This is followed by an overview of 
'valued' social resources (as assessed by the respondents), 
and reciprocity, for the purpose of evaluating the 
respondents' social exchanges. Within this context, changes, 
especially those concerned with the respondents' shift from 
pre-nursing to institutional care, are examined. The final 
part of the discussion focuses on identifying significant 
links between life quality and social exchange. 
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It needs to be noted, however, that because the respondents 
were asked to rely upon their memory (and current feelings) to 
recall experiences relating to their past quality of life, 
such data should be treated with caution. Thus all 
interpretations of the past data need to be seen as tentative 
attempts to understand how the past life quality and its 
predictors might differ from the present. 
A. Quality of Life- Past and Present 
For the purpose of identifying factors which would have the 
strongest effect on life satisfaction/general happiness, 
ordinary least-squares regression analysis was undertaken. 
Variables were selected based on their ordinality and 
distribution (meaning that they were approximately normally 
distributed, with an absence of major multicollinearity). This 
was an exploratory multivariate analysis, the aim of which was 
to compare the relative strength of the independent variables 
in predicting quality of life. These variables were grouped 
under the following headings: demographic, accommodation, 
health, social contacts, social resources (with social 
exchange in mind), and recreation. Variables relevant to past 
experiences were separated from those referring to the present 
data. The following results were obtained. 
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1. past life 
The effect on the past life satisfaction/general happiness of 
the selected variables can easily be examined by looking at 
Tables 10.1 to 10.7. The combined score (obtained simply by 
summing the answers to the two relevant questions- see 
Campbell et al. 1976 for earlier examples of this) of past 
life satisfaction and past general happiness was labelled as 
past quality of life. From Table 10.1, it can be seen that 
there is no apparent significant relationship between the 
respondents' social background and past life quality. 
Nevertheless, other variables were found to be associated with 
past quality of life. In Table 10.2. for example, satisfaction 
with past accommodation (with a beta weight of 0.46) is a 
relatively strong predictor of the recalled past quality of 
life. The type of accommodation involved (that is, owner-
occupied or rented) appears to have a lesser effect. The 
proportion of the variance in quality of life scores, which 
might be attributed to accommodation, is 0.244. 
When we consider Table 10.3, we see that of the selected 
health variables, the past feeling of ill-health is the only 
variable which significantly predicts past life quality. Its 
negative value indicates that as feelings of ill-health become 
less frequent, past quality of life improves. However, its 
effect is relatively modest (beta weight of 0.16) compared to 
that of past accommodation in the previous table. The other 
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past health variables have only a weak relationship with past 
quality of life. The proportion of variance in past quality of 
life explained by the recall of the past health status is 
0.113. 
Table 10.1 
The Effect of Demographics on Past Quality of Life 
(Beta weights- standardised regression coefficients) 
dependent variable: past quality of life (Q.64, Q.65) 
demographics beta 
sex (Q.237; male=l, female=0) -0.01 
education (Q.212; Junior+=l, Primary/none=0) -0.04 
past financial (Q.219) 0.13 
past religiosity (Q.207) 0.10 
proportion of explained variance- R (adj.) 0.015 
Table 10.2 
The Effect of Accommodation on Past Quality of Life 
(Beta weights- standardised regression coefficients) 
dependent variable: past quality of life (Q.64, Q.65) 
accommodation beta 
satisfaction with past accommodation (Q.4) 0.46 
past accommodation type (Q.2; own home=l, other=0) -0.10 
proportion of explained variance- R* (adj.) 0.244 
* p < 0.0001 
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Table 10.3 
The Effect of Health on Past Quality of Life 
(Beta weights- standardised regression coefficients) 
dependent variable: past quality of life (Q.64, Q.65) 
health beta 
past health (Q.117) 0.06 
past health problems/disabilities (Q.118) -0.04 
past pain (Q.120) 0.02 
past feelings of ill-health (Q.121) -0.16 * 
proportion of explained variance- R* (adj.) 0.113 
* p < 0.1 
Of the social contact variables listed in Table 10.4, 
happiness with past friend contact is a stronger predictor 
(beta weight of 0.23) of life quality than past family 
contact. Why this would be so is difficult to explain, 
particularly as the respondents were more likely to name 
family as very important to them, and to rate family members 
on top of their 'significant others' list. Perhaps 
recollections of past valued friendships, which have ceased 
with institutional admission, are important here. 
From Table 10.5, which deals with social resources, we note 
that the strongest predictors of life quality include the 
number of people the respondents have felt close to in the 
past, and past others' dependency. It appears that the key 
terms here are closeness and dependency, where with the 
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increase in the number of people the respondents recalled 
having been close to in the past, and with not having 
dependent others, the past quality of life appears to improve. 
Compared to the explained variance scores for past 
accommodation, past health and past social contact, the 
proportion of explained variance for past social resources is 
low at 0.049, suggesting that past social resources were not 
perceived as important predictors of past quality of life. 
The effect of past recreation on past quality of life (see 
Table 10.6) is weak, suggesting that past recreational 
activities were also not seen to be important for 
understanding the respondents' past quality of life. 
Table 10.4 
The Effect of Social Contacts on Past Quality of Life 
(Beta weights- standardised regression coefficients) 
dependent variable: past quality of life (Q.64, Q.65) 
social contacts beta 
happiness with past family contact (Q.28) 0.13 
happiness with past friend contact (Q.31) 0.23 * 
proportion of explained variance- R ' (adj.) 0.081 
* p < 0.001 
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Table 10.5 
The Effect of Social Resources on Past Quality of Life 
(Beta weights- standardised regression coefficients) 
dependent variable: past quality of life (Q.64, Q.65) 
social resources beta 
past family contact (Q.26, Q.27, Q.32) 0.10 
past friend contact (Q.29, Q.30, Q.33) 0.09 
number of people close to in the past (Q.34) -0.16 * 
past dependency on others (Q.70) 0.01 
past others' dependency (Q.71) -0.15 ** 
number of children in the past (Q.218) 0.00 
proportion of explained variance- R * (adj.) 0.049 
* p < 0.05 
** p < 0.03 
Table 10.6 
The Effect of Recreation on Past Quality of Life 
(Beta weight- standardised regression coefficients) 
dependent variable: past quality of life (Q.64, Q.65) 
recreation beta 
past spare/recreation time (Q.187, Q.190-Q.192) 0.14 
past club membership/activity (Q.228, Q.230) 0.08 
proportion of explained variance- R* (adj.) 0.016 
Table 10.7 provides a summary of variables which were shown to 
have a significant effect (beta > 0.15) on past life quality. 
The results confirm that, of the variables tested, 
satisfaction with past accommodation (showing a beta weight of 
0.45) is the strongest predictor of recalled life quality, 
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followed by happiness with friend contact. The proportion of 
variance explained is relatively high at 0.312. Again, it 
needs to be noted that the respondents' conception of the past 
may have been contaminated by their perception of the present, 
which is dominated by their present institutionalised 
lifestyle. In fact, Campbell et al's (1976) study did not show 
accommodation to be an important variable affecting quality of 
life. 
Table 10.7 
The Influence of Variables with Significant Effect 
(beta > 0.15) on Past Quality of Life 
(Beta weight- standardised regression coefficients) 
dependent variable: past quality of life (Q.64, Q.65) 
variables with significant effect beta 
satisfaction with past accommodation (Q.4) 0.45 * 
past feelings of ill-health (Q.121) -0.12 
happiness with past friend contact (Q.31) 0.19 ** 
number of people close to in the past (Q.34) -0.10 
past others' dependency (Q.71) -0.13 
proportion of explained variance- R* (adj.) 0.312 
* p < 0.0001 
** p < 0.003 
The above table raises questions which, within the limits of 
the past data with uncertain validity, require some 
consideration. The first important implication of the data is 
that past accommodation must be given primary consideration in 
the assessment of the respondents' past quality of life. The 
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second is that past social networks do not appear to be a 
primary factor in the recall of past quality of life. Finally, 
past health is not perceived as important in influencing 
recollections of the past quality of life. In the preceding 
chapters we have seen that certain life domains were more 
strongly correlated with past life satisfaction/general 
happiness than was the case for others. Regression analysis 
has assisted us in identifying the important domains in 
relation to their effect on perceptions of life quality in the 
past. 
2. present life 
The results concerning the quality of life at the present time 
are in some respects similar to those of the past. To begin 
with, as in the past, no relationship was found between 
demographic variables and present life quality (based on a 
combined score of present life satisfaction and present 
general happiness) (see Table 10.8). Of the accommodation 
variables, as presented in Table 10.9, satisfaction with 
present accommodation (namely, nursing home), and happiness 
with room at the nursing home, are the strongest predictors of 
life quality. The other variables, such as size and location 
of nursing home have shown none or almost no effect. Happiness 
with nursing home admission appears to be a minor effect. The 
proportion of variance in quality of life, potentially 
explained by present accommodation, is high at 0.316. 
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Table 10.8 
The Effect of Demographics on Present Quality of Life 
(Beta weights- standardised regression coefficients) 
dependent variable: present quality of life (Q.73, Q.75) 
demographics beta 
sex (Q.237; male=l, female=0) 0.06 
age (Q.221) 0.01 
marital status (Q.222; married=l, other=0) 0.06 
education (Q.212; Junior+=l, Primary/none=0) 0.00 
present financial status (Q.234) 0.08 
present religiosity (Q.224) 0.07 
proportion of explained variance- R* (adj.) 0.004 
Table 10.9 
The Effect of Accommodation on Present Quality of Life 
(Beta weights- standardised regression coefficients) 
dependent variable: present quality of life (Q.73, Q.75) 
accommodation beta 
length of time at nursing home (Q.6) -0.08 
happiness with nursing home admission (Q.8) 0.13 
number shares room with at nursing home (Q.IO) 0.01 
happiness with room at nursing home (Q.ll) 0.23 * 
satisfaction with present accommodation (Q.15) 0.35 ** 
nursing home size (V578) -0.06 
nursing home location (V580; metropol.=l, country=0) 0.00 
proportion of explained variance- R ' (adj.) 0.316 
* p < 0.002 
** p < 0.0001 
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From Table 10.10 we see that the present health rating has a 
significant effect (with a beta weight of 0.37) on present 
quality of life, followed by the much weaker effects of 
present feelings of ill-health and present pain. The other 
health variables seem to be of no importance. 
Table 10.10 
The Effect on Health on Present Quality of Life 
(Beta weights- standardised regression coefficients) 
dependent variable: present quality of life (Q.73, Q.75) 
health beta 
present medication (Q.19) -0.04 
present health (Q.173) 0.37 * 
present pain (Q.175) 0.10 
present feelings of ill-health (Q.177) -0.14 
present worry about health (Q.178) 0.01 
disabilities/assistance of daily living 
(Q.123-Q.127, Q.130, Q.135, Q.136) 0.05 
thinking problems (Q.139, Q.140, 144) -0.02 
proportion of explained variance- R* (adj.) 0.139 
* p < 0.0001 
Of the social contact variables (see Table 10.11), present 
family contact has a significant effect (with a beta weight of 
0.21) on life quality in comparison to the weak relationship 
of friend contact. This is unlike the past situation where the 
reverse appeared to hold true. Possibly the reason friends 
take a secondary place in the present situation is that they 
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are less likely to maintain their frequent contact (as was 
shown in the chapter on social contact). 
Table 10.11 
The Effect of Social Contacts on Present Quality of Life 
(Beta weights- standardised regression coefficients) 
dependent variable: present quality of life (Q.73, Q.75) 
social contacts beta 
happiness with present family contact (Q.42) 0.21 * 
happiness with present friend contact (Q.45) 0.07 
proportion of explained variance- R* (adj.) 0.046 
* p < 0.003 
Of the selected 'social resources' variables (see Table 
10.12), present dependency on others appears to be the only 
variable (beta weight of 0.17) with a significant effect on 
quality of life. Possibly this is not surprising in a nursing 
home setting where the degree of dependency could determine 
the level of life quality; in this case, it means that as 
dependency decreases, life quality increases. The proportion 
of explained variance at 0.003 is low. Similarly, little of 
the variance of life quality is explained by the recreational 
variables (Table 10.13). Thus persons who have active 
recreational activities have no better quality of life than 
those without such activities. (Past recreation was also 
weakly related to past quality of life.) 
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Table 10.12 
The Effect of Social Resources on Present Quality of Life 
(Beta weights- standardised regression coefficients) 
dependent variable: present quality of life (Q.73, Q.75) 
social resources beta 
present family contact (Q.40, Q.41, Q.46) -0.02 
present friend contact (Q.43, Q.44, Q.47) 0.01 
contact with nursing home residents (Q.197) -0.04 
possible network size (Q.231, Q.232, Q.233) 0.02 
whether important to others (Q.54) 0.11 
present dependency on others (Q.83) -0.17 * 
present others' dependency (Q.84) 0.06 
proportion of explained variance- R (adj.) 0.003 
* p < 0.03 
Table 10.13 
The Effect of Recreation on Present Quality of Life 
(Beta weights- standardised regression coefficients) 
dependent variable: present quality of life (Q.73, Q.75) 
recreation beta 
present spare/recreation time (Q.187, Q.190-Q.192) -0.01 
frequency of activities offered at nursing home 
(Q.202) 0.00 
satisfaction with activities offered at nursing 
home (Q.203) -0.08 
present club membership/activity (Q.228, Q.230) 0.09 
proportion of explained variance- R (adj.) 0.004 
A summary of the major influential factors on present quality 
of life is provided in Table 10.14. It shows that the most 
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significant variables (listed in a descending order of 
importance) are satisfaction with present accommodation (with 
a beta weight of 0.33), present health, and happiness with 
room at the nursing home. The lesser variables, but also of 
some importance, are happiness with present family contact, 
and present dependency on others. The analysis in this table 
is based on selected variables which were shown to have a 
significant effect (beta > 0.15) on the present quality of 
life. 
Table 10.14 
The Influence of Variables with Significant Effect 
(beta > 0.15) on Present Quality of Life 
(Beta weight- standardised regression coefficients) 
dependent variable: present quality of life (Q.73, Q.75) 
variables with significant effect beta 
satisfaction with present accommodation (Q.15) 0.33 * 
happiness with room at nursing home (Q.ll) 0.22 ** 
present health (Q.173) 0.26 *** 
happiness with present family contact (Q.42) 0.11 
present dependency on others (Q.83) -0.07 
proportion of explained variance- R* (adj.) 0.395 
* p < 0.0001 
** p < 0.001 
*** p < 0.0001 
The above results are unambiguous in suggesting that the 
quality of accommodation is the single most important factor 
influencing the quality of life, while health ranks an 
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important second factor. However, social resources/network 
variables are relatively unimportant (and insignificant). 
3. a discussion 
Regression analysis has indicated that 'accommodation' is an 
especially strong contributing factor to life satisfaction/ 
general happiness, both in the past and present. It could seem 
that this would possibly be because of the prominence that 
change of accommodation has played in the respondents' later 
life, which may not only have affected their present 
perception of life quality, but also their perception of the 
past, as they are likely to be comparing their current 
institutionalised lifestyle with their life in the general 
community. It is interesting to note that Campbell et al. 
(1976, p. 151) report that satisfaction with accommodation 
increases with age, which could possibly mean that 
accommodation becomes more important to people as they become 
older. Shelter is a basic human need, and a necessity of daily 
life, particularly for the aged who would see accommodation as 
giving them security and comfort at a time when their social 
and financial resources may be low. The most plausible 
explanation would seem to be, however, that we are dealing 
with a special group of the aged, who are experiencing largely 
involuntary accommodation change, and who consequently, are 
placing a greater emphasis on accommodation as a determinant 
of their quality of life. 
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The other important contributing factor to present life 
satisfaction/general happiness is health. This is not 
surprising, as clearly, health problems lead both to 
institutional admission and to significant limitations in 
activity and interactions. 
It is clear that not all life domains carry the same degree of 
influence on life quality. Furthermore, the value of the 
domains may possibly change according to the life stages of 
the individuals involved. The study data have shown, for 
example (see previous chapters), that for the aged, present 
health can precede recreation in the order of reported 
(perceived) importance, while employment (as an important 
domain) can disappear altogether. 
In summary, the current study indicates that for the 
respondents, life satisfaction and general happiness were 
significantly related to accommodation (past and present), 
health (especially present), and some aspects of social 
contact (past and present). These findings contrast with those 
derived from a cross-section of the community by Campbell et 
al. (1976, p. 85). This latter study showed the following were 
(in order) the predictors of life quality: family life, 
marriage, financial situation, housing, job, friendship, 
community, health, nonwork activities, national government, 
organisations, and religious faith. As can be seen, for the 
respondents in the current study, present accommodation and 
health mattered especially, whereas Campbell et al. (1976) 
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identified accommodation in the fourth place of importance, 
and health in the eight place. This once again confirms that 
we are dealing with a special group of people 'uprooted' from 
their previous lifestyle. 
B. Social Exchange- Past and Present 
Within the limitations of the study, an overview of the 
respondents' social exchanges is provided here. Even though it 
is acknowledged that social resources (as discussed in the 
first section of this chapter) appear to be weak and sometimes 
insignificant predictors of life quality, the discussion 
offered here may perhaps suggest an explanation as to why this 
may be so. 
The issues to be discussed are grouped under a number of 
headings, which most suit the collected data. These headings 
are indicative of the interactional process itself, rather 
than concerned with the "shape [or structural aspects] of the 
individual's network" (Mitchell 1969, p. 20). Where possible, 
social resources are identified according to their usefulness, 
importance and overall value to the respondents. Furthermore, 
an attempt is made to see whether these resources have changed 
over time, and how they have been used by the respondents, 
whether in a reciprocal (immediate/ deferred), non-reciprocal, 
or symbolic way. A discussion of significant others is 
included. 
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1. frequency 
The two main types of exchanges which have been examined in 
the current study are family interactions, presumably based on 
"love", and friend interactions (based on varied levels of 
trust). The other interaction partners also considered, but to 
a lesser degree, include those of nursing home staff, 
residents, and religious minister. As can be seen, the study 
data offer a somewhat limited scope for the discussion of the 
respondents' social exchanges, as these are predominantly 
concerned with interactions which are close (that is, strong 
ties). 
As a result, the considered interactions are of a 'multiplex' 
type (where more than one interaction takes place with each 
individual), involving the exchange of a variety of resources, 
possibly in a reciprocal arrangement. For the majority of the 
respondents, their face-to-face contact with family/friends 
provided them with opportunities for relatively frequent 
exchanges, both in the past and present. In addition, while at 
the nursing home, respondents had the added opportunity of 
exchanges with fellow residents, staff, and to a much lesser 
extent with their religious minister. Some respondents, 
however, did not make full use of possible interactions by 
spending their present spare time alone, either through 
choice/desire for privacy/aloneness, or circumstances (eg. 
disability). In all, the respondents' frequent contact 
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occurred where strong ties and physical/geographical proximity 
existed. 
2. source/content 
The respondents' multiplex exchange partners have included, 
often both in the past and present, spouse, children, 
siblings, grandchildren, in-laws/other relatives, and friends/ 
neighbours. The new important exchange partners comprised the 
nurses, with whom the respondents would have been engaging in 
a very specialised type of an exchange, which for some may 
have developed from a purely instrumental interaction to a 
more personal one. Only a small number of respondents named 
fellow residents as significant others. Some respondents would 
have lost some of their significant exchange partners through 
death (eg. spouse), or relocation (eg. to another 
state/country), which would have had an impact on their 
exchanges. 
3. intensity 
Although three-quarters of the respondents reported that they 
had been close to their family and friends in the past, only 
just over a half continued to be so in the present. This 
indicates that the intensity of these contacts had declined, 
and so did frequency. It is thought that perhaps a decrease of 
frequency has led to a decline in intensity, rather than the 
other way around, which would have resulted in fewer 
exchanges. This in turn may have brought about some negative 
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feelings, and a further decrease in frequency of contact and 
closeness. 
4. duration 
The study results confirm that long-term institutionalisation 
can "negatively" affect social contacts, and thereby 
possibly exchanges, but not for everyone. The recently 
admitted respondents were likely to be able to maintain 
frequent exchanges with family/friends, possibly because their 
contacts had not as yet been affected significantly by 
extended separation from those in the community, but which may 
eventually (in long-term) be influenced by a decrease in 
feelings of closeness, death, and/ or relocation of 
significant others. 
5. locality 
The number of possible exchanges can rapidly decrease for the 
respondents if they have no family/friends in the locality of 
the nursing home. However, having one or more family members 
or friends has no direct impact on the frequency of 
interactions. This can easily be explained, as for example, 
someone with one family member may receive daily visits from 
that person, but when more people are involved, each may visit 
once per week, which in real terms may also add up to daily 
visits. 
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6. value/importance 
The resources which the respondents considered valuable and 
important included having strong-ties, attractive/desirable 
personal qualities, and circumstantial factors appropriate to 
daily activities (such as own house in the past, or care at 
present). 
7. reciprocity/dependency 
From the results it appears that the respondents were not the 
initiators of exchanges, as in most instances (except perhaps 
in interactions with fellow residents), they had to rely on 
others (eg. visitors, staff) to interact with them. Even 
though their close-tie interactions were likely to have been 
predominantly based on deferred reciprocity or generalised 
exchanges, the respondents were still likely to have been 
experiencing other forms of exchanges, such as equitable/ 
immediate reciprocal (eg. with other residents), collective 
(during group activities), and restrictive/unilateral/ 
asymmetrical (eg. with staff). The benefits from such 
exchanges would have been intrinsic (where family was 
involved), extrinsic (in dealing with staff), or symbolic 
(perhaps with fellow residents). 
8. a discussion 
The study data show that for the majority of the respondents 
their social exchanges were relatively frequent, both past and 
315 
present. The recent admissions, those with family/friends in 
the locality of the nursing home, and those 'emotionally' 
close to their family/friends were especially likely to have 
frequent current exchanges. 
From the above discussion, it would appear that the 
respondents' social environment (which they were able to 
maintain, even though at a lesser frequency) would not have 
undergone as great a change as did the physical environment, 
due to the change of accommodation. Of course some aspects of 
accommodation were likely to have had a direct impact by 
limiting the possibility of various forms of social exchange. 
C. Testing the Hypothesis 
The final, but most central, issue to be reviewed is the 
relationship of social exchanges to quality of life. An 
examination of the results has revealed, however, that a 
relatively weak relationship appears to exist between the two 
concepts. 
Let us excimine why this may be so. From the discussions given 
in this chapter, one may draw the following conclusions, which 
are believed to indicate a possible reason social exchanges 
did not appear to have a significant effect on the 
respondents' present quality of life. For one, when compared 
to the other variables such as accommodation and health, which 
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were found to have a significant association with life 
quality, social contacts did not matter as much. This may be 
because changes in relation to accommodation and health were 
possibly more 'dramatic' experiences for the respondents, 
than were changes involving social contacts. 
With the move into nursing care, the respondents had to 
undergo a lifestyle change. With health changes, they were 
often experiencing discomfort and certain limitations. The 
changes affecting social contacts, however, were more in terms 
of frequency and intensity, rather than a severe change of 
significant others and the pattern of contact with them. 
For some respondents, institutional living has meant added 
exchange partners, such as fellow residents and staff; for 
others, it has led to feelings of aloneness. For some, their 
frequency of social contacts greatly declined, for others this 
did not occur. Some respondents continued to feel close to 
their family and/or friends, others did not. In fact, for some 
respondents, less frequent visits by family and external 
friends did not affect their happiness with the social 
contacts; for others, their level of happiness with contacts 
declined when close-tie social visits decreased. 
The restrictions that the respondents experienced, which would 
have limited their opportunities for social interactions, 
included those of physical disabilities (particularly in 
relation to mobility, eyesight and hearing), geographical 
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location of the nursing homes (in terms of the homes' 
accessibility to the respondents' family and external 
friends), presence of a large population of senile residents 
(whereby the non-senile were a minority group within the 
nursing home), real or imagined restrictions on visiting other 
residents in their rooms, the availability and type of 
recreational activities (which would have encouraged or 
discouraged interactions), and the seating arrangements in the 
communal areas of the nursing homes (for details, refer to 
chapters on accommodation and recreation). 
Based on the evidence collected, the null hypothesis cannot be 
rejected, even though one is aware that there may be some 
interlinking between the respondents' quality of life and 
social exchanges; the extent to which it does occur needs to 
be tested with more sensitive tools. This means that one needs 
to acknowledge that for our sample, social exchanges appeared 
to matter, but that their relationship to quality of life is 
relatively weak, and of lesser importance than accommodation 
and health. 
D. Conclusion 
A number of interesting propositions, based on the study 
results (as presented here and in the preceding chapters), may 
be put forth in this chapter, namely, that 
(1) not all life domains are likely to carry the same degree 
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of influence on life satisfaction/happiness; 
(2) the value of life domains may possibly change according to 
the life stages of the individuals involved; and 
(3) individuals who express satisfaction/happiness towards one 
life domain are likely to do so for others, while those 
dissatisfied/unhappy would similarly feel so towards more than 
one domain. 
Furthermore, it was found that the strongest relationship 
exists between life satisfaction/general happiness and 
accommodation; this then verifies the significance of 
institutionalisation to the overall well-being of an 
individual. The other important factor is present health. 
One of the changes that did occur between past and present 
concerned a decline of both frequency and intensity of strong-
tie contact, which was particularly evident in long-term 
residents, and in those who were without family/friends in the 
locality of the nursing home. As such, the sequence of events 
may have been as follows: deterioration of health was followed 
by a move to a nursing home, and then a reduction in network 
size, which, together with other factors, led to a predicted 
decline in quality of life. 
Even though we know that social exchanges (or interactions) 
appear to be important and desirable to the respondents, they 
were not foxind to directly affect life quality. 
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Chapter XI.: Conclusion and Recommendations 
This chapter has a dual purpose, namely, to highlight the 
most significant study results, and to offer recommendations 
for future research. 
A. Significance and Application of Results 
It is expected that the usefulness of the current study can be 
determined in terms of its immediate (or direct), as well as 
long-term (or wider-reaching) applicability to the better 
understanding of the aged. Its immediate contribution would be 
in terms of providing a relatively large body of information 
on a select group of the elderly (as defined in the 
methodology chapter), which could underpin policy changes. 
Many of the respondents qualified their agreement to 
participate in the study with the words "I hope that my 
answers will make life better for someone else". Its long-
term contribution could be in terms of adding to the already 
existing knowledge in the areas of life quality, social 
exchange, social gerontology, and to other related concepts. 
Because the preceding chapters have described at length the 
respondents in terms of who they are (namely, a relatively 
homogeneous group- with only a small ethnic component), no 
further summary will be offered here based on the respondents' 
demographics/related data; what will be provided, however, is 
a summary of findings with a social policy-orientation, and an 
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emphasis on the positive (satisfied/happy) and negative 
(dissatisfied/unhappy) feelings criteria. In so doing, it 
should be possible to identify the respondents' needs/desires, 
and to include a discussion of interesting and significant 
study trends. We begin with the accommodation domain, which is 
not only central to the other life domains, but would be of 
particular interest to policy-makers/social planners concerned 
with nursing care. The other domains, which will also be 
discussed in order of their reported importance and expected 
relevance to present life satisfaction/general happiness, 
include health, social contact, and recreation. The discussion 
is offered in three parts; firstly, an overview of the most 
relevant study results is given, followed by a discussion of 
their application. Secondly, the study's wider contribution to 
social gerontology is considered, and finally, suggestions for 
future research are outlined. 
1. a summary of study outcomes 
Basically, the results show that present life satisfaction/ 
general happiness (or well-being) of the respondents appear to 
have been influenced by their level of satisfaction with the 
nursing home, their health rating, happiness with their room, 
and to a lesser degree, happiness with their family contact. 
Satisfaction with the nursing home was also found to be 
directly related to happiness with the nursing home admission, 
happiness with family/friend contact, the health rating, and 
happiness with the nursing home room. 
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These findings suggest that life satisfaction/general 
happiness of the respondents, and other nursing home residents 
like them, could have been enhanced if greater care was taken 
to ensure: 
* that the total nursing home environment (including the meals 
offered, and the ratio of senile to non-senile residents) was 
appropriate to their needs; 
* that their nursing home room was supplied with facilities/ 
amenities/and roommates (if needed) appropriate to their 
individual requirements; 
* that the care given was suitable to their health needs; 
* that they were to come into institutional care with a 
positive attitude towards their nursing home admission; and 
* that they were admitted, if possible, into nursing homes 
located within driving distance from their family/friends, to 
enable residents to maintain frequent social contact with 
their significant others. 
These then then could be considered as likely initial 
recommendations for improving the well-being of 
institutionalised aged in Queensland's public nursing homes. 
It may be useful to note that the above recommendations would 
be met in some form under the Outcome Standards for Australian 
Nursing Homes (Commonwealth/State Working Party on Nursing 
Home Standards 1987), particularly those aspects dealing with 
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the creation of an appropriate (or a 'homelike') environment, 
health care, freedom of choice, and social independence. 
2. practical application 
The achievement of the above recommendations may be made 
easier, however, if the following steps were to be taken. 
Future public nursing home residents need to be involved more 
often, if possible, in the decision-making processes relating 
to the nursing home admission. It is also vital for the 
residents' well-being that the nursing home room, and the 
nursing home in general, exhibit all the necessary and desired 
features, as identified in this study; special notice should 
be taken of the room size (see chapter on accommodation), the 
immediate environment around the room, and the amenities 
available. Furthermore, the way care is provided by the staff, 
and the interaction of residents with each other and with 
staff, need to be considered. 
In addition, the recreational activities must be selected 
based on the interests and capabilities of the residents, and 
offered at the frequency most desired by the residents (refer 
to chapter on recreation). Care also needs to be taken that 
the facilities and activities offered in the larger 
metropolitan institutions do not differ from those in the 
smaller country homes, unless the needs of the residents 
warrant any disparity between metropolitan and country 
institutions. What is more, the general community and health 
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professionals need to be made aware of the importance that 
regular and frequent family and friend contact can play in the 
well-being and smooth adjustment of some residents into the 
nursing home environment (see chapter on social contact). 
3. significant study trends 
The changes in lifestyle that the respondents have been 
experiencing (as perceived by them) in moving from their 
community-based accommodation to institutional care are 
summarised here. Firstly, there has been a perceived change in 
the intensity of satisfaction with accommodation in that the 
majority of the respondents reported that they had been very 
satisfied with their past accommodation, whereas fewer than 
half continued to feel equally positive about their present 
accommodation. Secondly, there has been a perceived decline in 
the health rating, as respondents tended to assess their past 
health as "very good", whereas they were more likely to report 
that their present health was "fairly" good. Also, more 
respondents reported having a death wish in the present than 
had done so in the past, which is likely to indicate a decline 
in their psychological health. 
Thirdly, there has been a perceived decrease in the frequency, 
and therefore closeness, of the respondents' family/friend 
contact, and a difference in the composition of their social 
supports. Fourthly, there has been a perceived decline in 
their dependency status from an independent to a dependent 
324 
level, which is likely to reflect less social power and fewer 
desirable resources in the hands of the respondents. Fifthly, 
there has been a perceived increase in their spare time 
availability, and a change in their recreational activities 
and spare time/recreational companions, which has meant that 
more respondents were choosing to spend their present spare 
time alone than had done so in the past. All of these in turn 
were likely to be responsible in some way for a decline in the 
overall life satisfaction/general happiness, in that the 
majority of the respondents had recalled being very satisfied 
with their life/felt generally happy in the past, compared to 
only a third who reported showing similarly strong positive 
feelings for the present. Nevertheless, the respondents were 
much more likely to have been fairly satisfied/happy in the 
present, than dissatisfied/unhappy. 
It seems that the respondents have developed some negative 
feelings, as a result of having lost their former lifestyle, 
and some positive ones due to the benefits of their new "life" 
at the nursing home. Perhaps to overcome, at least partly, 
some of the negativism experienced by the respondents (which 
appears independent of their positive feelings), it would be 
most appropriate to incorporate some of the past 
'familiarities' (eg. pets) into their new environment. It is 
difficult to measure to what extent the nursing home 
environment itself has influenced the respondents' well-being, 
as some decline in their life satisfaction/general happiness 
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would have been due to "natural" causes, irrespective of the 
nursing home situation, in that a decline in health would 
normally have led to a decrease in mobility, and therefore a 
change to everyday living, and some decline in family/friend 
contact could have been due to illness or death of the 
significant others, which may have resulted in some negative 
feelings as well. 
As it was found that the change of accommodation, that is, the 
move into a nursing home, has brought with it changes to the 
other life domains, it is not surprising that the respondents' 
social exchanges have also undergone change, not only in terms 
of the resources being exchanged, but also with regard to the 
type of exchanges taking place, who initiates them, and the 
exchange partners being involved. This means that the 
respondents have been experiencing changes, not only in terms 
of their new accommodation, but also with respect to 
everything that comes with a new lifestyle. In all, however, 
it was found that the respondents were satisfied with their 
'new' life, and felt generally happy, even though such 
feelings appeared not to have been as strong as those in the 
past. 
The respondents' mostly positive assessment of the main life 
domains confirms that their generally expressed perception of 
life satisfaction/general happiness is in keeping with their 
attitude towards these domains, and that the numerous changes 
that they have been experiencing due to their change of 
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accommodation, and a decline in health, have not been so 
overpowering as to create strongly negative feelings for the 
majority of the respondents. Large-scale negativism did not 
happen, as a result. This may be attributable (at least 
partly) to such factors as the respondents' ability to adjust 
to their changed lifestyle, possibly due (directly or 
indirectly) to having family/friend supports, care/health 
management, relief from boredom/ other supports provided by 
the nursing home, and a relatively positive attitude towards 
the nursing home admission. 
No conclusive evidence was found, however, to show that one 
can predict well-being from knowledge of social exchange. What 
can be said is that the respondents' life satisfaction/general 
happiness in later life, especially post-nursing home 
admission, has been found to be strongly correlated with their 
accommodation (which was also the case in the past), their 
health rating (more so in the present), and (to a modest 
degree) their social contact, especially with family, (both, 
past and present). 
The concern which motivated this study in the first place, 
namely that nursing home residents were often seen sitting 
aimlessly should not be taken to imply that such passive 
behaviour necessarily indicates a deficiency in the quality of 
life. What is more, it may be useful to note that the observed 
"aimless" aged could have been senile, as the nursing home 
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population is known for its high proportions of senile 
residents. 
B. Contribution to Social Gerontology 
This section is primarily concerned with assessing how the 
study results "fit" in relation to the main theories/concepts 
outlined in the literature review chapter. By so doing, it 
should be interesting to consider whether the study outcomes 
are in support of/disagreement to any of the principal 
theoretical approaches identified earlier. 
To begin with, it needs to be stated that even though this 
research has not discovered anything entirely 'new' about the 
aged, it has combined, within the one study, four factors, 
which are often considered separately, namely, the aged, 
institutional care, quality of life and social exchange. This 
was done with the idea that a richer, and a more indepth 
understanding of the aged could be reached. It is believed 
that this was achieved. 
What the study has shown is that institutional-living may have 
influenced the respondents' perceived quality of life, and 
would have altered their possible exchange partners. It 
appears that there would have been little reason to 
investigate the respondents' institutionalised lifestyle 
without attempting to assess changes in their life quality, 
and to determine factors which would have a significant effect 
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on their life satisfaction/ general happiness. The exchange 
aspect of the study has provided a greater insight into the 
domain of family/friend contact, which was useful in providing 
a more-indepth understanding of the respondents, their social 
resources, power play, and exchange imbalances. In all, the 
study has fulfilled some aims, and has shown that further 
research is needed to meet other objectives. 
Above all, the study has identified life domains which have 
greater influence on the quality of life (see Chapter X for a 
list of these) , and has shown what perceived changes are 
likely to occur due to a shift into institutional care. These 
significant findings should be of interest to policy-planners 
and decision-makers involved with the development and/or 
management of nursing institutions. Furthermore, the study's 
relatively detailed information on the residents' needs could 
be considered useful by some health professionals for the 
implementation, within their institutions, of the Outcome 
Standards for Australian Nursing Homes (Commonwealth/State 
Working Party on Nursing Home Standards 1987). 
C. Suggestions for Future Research 
The research possibilities which may follow this study are 
numerous, ranging from extensions of the current study, to 
the development of longitudinal studies. Some likely 
recommendations for future research are 
* to enlarge the current study by including public nursing 
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homes residents from other Australian states, which would 
enable inter-state comparisons; 
* to enlarge the current study by including private (non-
public, but excluding ethnic) nursing home residents in 
Queensland/interstate, which would enable public-private 
comparisons; 
* to enlarge the current study by including public/private 
residents from other countries, which would enable inter-
country comparisons; 
* to set-up a longitudinal study to test whether the pre-
nursing life accounts match those given post-nursing care 
admission; 
* to set-up a longitudinal study to collect data on the aged 
over a number of months/years to see whether their quality of 
life/social exchanges fluctuate/change in response to changes 
in their life domains; 
* to expand the current study by incorporating responses from 
family, friends, and staff, to obtain a more detailed (perhaps 
even more accurate) understanding of the residents' life 
domains; perhaps a comparisons of senile/non-senile 
respondents could also be incorporated; 
* to expand the current study by including ethnic homes 
in Queensland/interstate to enable public/ethnic-private 
comparisons; and 
* to set-up a longitudinal study to examine (1) how new 
relationships develop by following the formation of ties, 
involving new residents from their first day of admission, 
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(2) the type of relationships the residents are likely to form 
at the nursing home and for what reason/benefits, (3) the type 
of person that residents are likely to select as friends/to 
interact with, (4) the niimber of voluntary and involuntary 
ties they are likely to encounter daily, (5) whether links 
exist between the residents' socio-economic background and 
tie-forming, and (6) whether a coalition of the less powerful 
residents takes place in the event of a power imbalance. 
The above list of possible future research projects should be 
treated only as a brief guide to the many research directions 
which could easily follow and be built-upon from the current 
study. It is by no means a complete list, as the current 
research has touched upon many issues which could warrant 
further research, including ones concerned with investigating 
the alternatives to formal institutional care (eg. community 
services, which could maintain the aged in their own homes, 
and the extent to which these services affect the process of 
nursing home admission). However, it is believed, and 
recommended here, that longitudinal and/or comparative 
research would be especially beneficial for enriching the 
somewhat limited information on residential aged care in 
Queensland, and could be useful for policy-setting/ 
implementation. 
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Appendix A: Questionnaire with Consent Form 
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STANDARD CONSENT FORM FOR RESEARCH PROJECT 
UNIVEPSITY OF QLTENSLANT) - Q u a l i t y o f L i f a and 
PROJECT : S o c i a l Exehange R e l a t i o n s o f N u r s i n g Homo R e s i d e n t s 
PRINCIPAL INVESTIGATOR : M. Z l o b i c k i (Ms) 
1. I, the undersigned hereby consent to my 
involvement in the research pro ject : 
I u n d e r s t a n d t h a t I w i l l l ie i n t e r v i e u e d l ietujeen 60 - 90 m i n u t e s . 
2. I acknowledge that the nature, purpose and contemplated effects of the project so far as it affects 
me have been ful ly explained to my satisfaction by the research worker and my consent is given 
voluntarily. 
3. The detail of the procedure proposed has also been explained to me, includmg the anticipated 
length of t ime i t wi l l take, the frequency w i th which the procedure wi l l be performed, and an 
indication of any discomfort which may be expected. 
4. Although 1 understand that the purpose of this research project is t o improve the quali ty of medical 
care, it has also been explained that my involvement may not be of any benefit to me. 
5. I have been given the oppor tun i ty to have a member of my family or a fr iend present whi le the 
proiect was explained to me. 
6. 1 am informed that no in format ion regarding any medical history wi l l be divulged and the results 
of any tests involving me wi l l not be published so as to reveal my ident i ty . 
7 I understand that my involvement in the project wi l l not affect my relationship w i th my medical 
advisers in their management of my health. I also understand t h i t I am free to wi thdraw f rom the 
project at any stage. 
Signed this day I . . . . I 
Be'ore me this day 
SOCIAL EXCHANGE QUESTIONNAIRE 
FOR OFFICE USE 
A note to the interviewer; 
Only Nursing Hoie Residents »ho fulfil the following requireiients 
are to be interviewed; 
} vo>en 60 years and over; aan 65 years and over; 
I adaitted into the current nursing hoie at least 6 lonths ago 
Part lA: To begin with, I would like to ask you some 
questions about the places in which you had lived before 
your admission into this nursing home. 
Q 1, Firstly, I would like to know about the place from 
where you came directly into this nursing home. 
What type of place was it? 
own house/unit 1 
rented house/flat 2 
boarding house/rented room 3 
hospital 4 
hostel for the aged 5 
nursing home 6 
granny flat/ other shared 7 
Q 2. Now I would like to know about your usual place of 
residence, which you would have called "home". Was 
it? 
own house/unit 1 
rented house/flat 2 
boarding house/rented room 3 
granny flat/other shared 4 
other 5 
Q 3. Where was this place? was it 
in Brisbane 1 
Queensland, outside of Brisbane 2 
interstate 3 
overseas 4 
Q 4. How satisfied were you with your usual place of 
residence? 
very satisfied 1 
fairly satisfied 2 
not satisfied 3 
Q 5. Why do you say that? Please explain. 
Part IB: Now I would like to ask you some questions about 
this nursing home. 
z 
FOR OFFICE USE 
Q 6. How long have you been living here? Please state 
number of months or years 
under 1 year 0 
I to 2 years 1 
3 to 4 years 2 
5 to 10 years 3 
II years and more 4 
Q 7. Who arranged for you to come into this nursing home? 
doctor 
family/relatives 
friend 
home for the aged/hospital 
social worker 
other 
I 
2 
4 
8 
16 
32 
Q 8. Thinking back, how happy did you feel about coming 
into this nursing home? 
very happy 1 
fairly happy 2 
not happy 3 
Q 9. Why do you say that? Please explain. 
Q 10. Do you sleep in your own room here, or do you share 
the room with others? State the number of beds 
own room 0 
shares with one ! 
shares with two or three 2 
shares with four or five 3 
shares with six or more 4 
Q 11. How happy are you with this room? Would you say 
that you are 
very happy 1 
fairly happy 2 
not happy 3 
Q 12. Why do you say that? Please explain. 
FOR OFFICE USE 
Q 13. If you had a choice, with how many people would 
you prefer to share a room? 
no one 0 
one 1 
two or three 2 
four or five 3 
six or more 4 
Q 14, Please explain why. 
Q 15. How satisfied are you with being at this nursing 
home? Would you say 
very satisfied 1 
fairly satisfied 2 
not satisfied 3 
Q 16. Please explain why you say that. 
Q 17. If you had a choice of being elsewhere, where 
would you prefer to be? 
nowhere else 0 
own house/unit 1 
rented house/flat 2 
boarding house/rented room 3 
another nursing home 4 
at hospital 5 
with family 5 
other 7 
Q 18, Why do you say that? Please explain. 
FOR OFFICE USE 
Q 19. How many times a day do you receive your medicine? 
none received 0 
once 1 
twice 2 
three times 3 
four times 4 
five times 5 
six times 6 
Q 20, Why do you take this medicine? 
(For interviewer's use only) 
not applicable 0 
pain 1 
constipation 2 
depression 4 
sleeplessness 8 
nervousness/anxiety 16 
arthritis 32 
Parkinson's Disease 64 
heart problems 128 
other 256 
Q 21, How do you usually hear about any changes or 
happenings, which take place within this nursing 
home? Please explain. 
Q 22, How important is it for you to know about these? 
Would you say 
very important 1 
fairly important 2 
not important 3 
Q 23, Please explain why you say that. 
Q 24, Is there anything that worries you about being at 
this nursing home? 
yes 1 
no 2 
Q 25, Please explain why that is so. 
FOR OFFICE USE 
Part IIA: From now on I will be asking you questions about 
people of importance to you, such as your family and 
friends, and about life in general relating to your past, 
before you moved here from your usual place of residence. 
Q 25, How often did you see your family when you were in 
your usual place of residence. Would you say 
no family 0 
every day 1 
once or twice per week 2 
once per fortnight 3 
once per month 4 
once every two months or less 5 
no visits at all 6 
Q 27 How often were you in contact by telephone or 
letter with your family when you were at your usual 
place of residence? 
no family 0 
every day 1 
once or twice per week 2 
once per fortnight 3 
once per month 4 
once every two month or less 5 
never 6 
Q 28, Overall, how happy were you with the number of 
times you had contact with your family when you 
were at your usual place of residence? Would you 
say 
no family 0 
very happy 1 
fairly happy 2 
not happy 3 
Q 29, How often did you see your friends when you were 
in your usual place of residence? Would you say 
no friends 0 
every day 1 
once or twice per week 2 
once per fortnight 3 
once per month 4 
once every two months or less 5 
no visits at all 6 
FOR OFFICE USE 
Q 30 How often were you in contact by telephone or 
letter with your friends when you were at your usual 
place of residence? Would you say 
no friends 0 
every day 1 
once or twice per week 2 
once per fortnight 3 
once per month 4 
once every two month or less 5 
never 6 
Q 31, Overall, how happy were you with the number of times 
you had contact with your friends when you were at 
your usual place of residence? Would you say 
no friends 0 
very happy 1 
fairly happy 2 
not happy 3 
Q 32. How close in those days were you to your family? 
Would you say 
no family 0 
very close 1 
fairly close 2 
not close 3 
Q 33, How close in those days were you to your friends? 
Would you say 
no friends 0 
very close 1 
fairly close 2 
not close 3 
Q 34. When you were at your usual place of residence, how 
many people were very close to you? Please give a 
number 
(For interviewer'5 use only) 
none 0 
one or two 1 
t h r e e to s i x 2 
seven or more 3 
Q 35. Whenever you had a problem when you were at your 
usual place of residence, to whom did you most 
likely turn for help? 
no one 0 
spouse 1 
son 2 
daughter 4 
friend 8 
neighbour 16 
solicitor 32 
other 54 
FOR OFFICE USE 
Q 36. When you were at your usual place of residence, 
who were the people most likely to turn to you for 
help when faced with a problem? 
no one 0 
spouse 1 
son 2 
daughter 4 
friend 8 
neighbour 16 
other 32 
Q 37. When you were at your usual place of residence, how 
did you spend time with your family? 
as many activities as you wish to. 
Please list 
Q 38. When you were at your usual place of residence, 
how did you spend time with your friends? 
Please list as many activities as you wish to. 
Part IIB: From now on, I will be asking you questions about 
people with whom you presently come into contact. 
Q 39. Please name, if you can, the six most important or 
closest people to you at the moment. Identify 
them by whatever name you normally call them and 
state their relationship towards you (eg. daughter, 
solicitor, friend etc,) 
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FOR OFFICE USE 
Q 40, How often do you see your family at the moment? 
Would you say 
no family 0 
every day 1 
once or twice per week 2 
once per fortnight 3 
once per month 4 
once every two months or less 5 
no visits at all 6 
Q 41 How often are you in contact with your family by 
telephone or letter now? 
no family 0 
every day 1 
once or twice per week 2 
once per fortnight 3 
once a month 4 
once every two months or less 5 
no contact at all 6 
Q 42, How happy are you with the number of times that 
you have contact with your family? 
no family 0 
very happy 1 
fairly happy 2 
not happy 3 
Q 43, How often do you see your friends now? Would 
you say 
no friends 0 
every day 1 
once or twice per week 2 
once per fortnight 3 
once per month 4 
once every two months or less 5 
no visits at all 6 
Q 44, How often are you in contact with your friends by 
telephone or letter now? Would you say 
no friends 0 
every dfiy 1 
once or twice per week 2 
once per fortnight 3 
once per month 4 
once every two months or less 5 
no contact at all 5 
Q 45, Overall, how happy are you with the number of times 
that you have contact with your friends? Would you 
say 
no friends 0 
very happy 1 
fairly happy 2 
not happy 3 
Q 45, How close do you feel to your family now? Would you 
say 
no family 0 
very close 1 
fairly close 2 
not close 3 
FOR OFFICE USE 
Q 47. How close do you feel to your friends now? Would 
you say 
no friends 
very close 
fairly close 
not close 
0 
1 
2 
3 
Q 48. If, say, you had a problem right now, to whom would 
you turn for help? 
no one 0 
spouse 1 
son 2 
daughter 4 
relative 8 
outside friend 16 
resident 32 
nurse 64 
other 128 
Q 48. Explain why, please. 
Q 49. Who is likely to turn to you for help now? 
no one 
spouse 
son 
daughter 
relative 
outside friend 
resident 
nurse 
other 
0 
1 
2 
4 
8 
16 
32 
64 
128 
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FOR OFFICE USE 
Q 50. Please explain why. 
Q 51. How do you spend time with your family at the 
moment. Please list as many activities as you wish 
to. 
Q 52. How do you spend time with your friends at the 
moment? Please list as many activities as you 
wish to. 
Q 53. What makes people Important to you. Please explain. 
Q 54. Do you think you are important to others? 
yes 1 
no 2 
uncertain 3 
Q 55. Why do you say that? Please explain. 
Q 56, What types of things are you able to do 
for other residents at this nursing home? 
Please name these. 
Q 57, If you were to have the opportunity, what 
would you like to do for the other residents? 
Please name as many things as you can. 
Q 58, If you urgently need advice on a personal matter, 
but had no one to turn to except people at the 
nursing home, to whom would you turn? 
no one 0 
sister-in-charge 1 
nurse 2 
resident 4 
social worker 8 
doctor 15 
other 32 
Q 59, Please explain why. 
Q 60, Who at this nursing home has ever turned to you 
for advice on a matter of concern? 
no one 0 
sister-in-charge 1 
nurse 2 
resident 4 
other 8 
Q 61. Please explain why. 
Q 62, What do you think about the residents at this 
nursing home? Please explain. 
Q 63, What changes would you like to see at this nursing 
home? Please explain. 
11 
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Part IIIA: I will now be asking you questions about your 
attitude to life. To begin with, I will ask you about your 
past attitudes to life. 
Q 64. How satisfied had you been with your life when you 
were at your usual place of residence? Would you 
say 
very satisfied 1 
fairly satisfied 2 
not satisfied 3 
Q 65, How happy did you feel in those days? Would you 
say 
very happy 1 
fairly happy 2 
not happy 3 
Q 66, Please explain why. 
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Q 67. When you were at your usual place of residence, 
did you ever have a wish to die? 
yes 1 
no 2 
Q 58, Why? Please explain. 
Q 59, How would you have described your attitude to life 
at the time when you were still at your usual place 
of residence? 
Q 70, How dependent were you on others when you were at 
your usual place of residence? Would you say 
very dependent 1 
fairly dependent 2 
not dependent 3 
Q 71, How dependent were others on you? Would you say 
very dependent 1 
fairly dependent 2 
not dependent 3 
Q 72, When you were still at your usual place of 
residence, what in life was important to you? 
Please explain 
Part IIIB: I will now ask you some questions about your 
present attitude to life. 
Q 73, How satisfied are you with your life as a whole 
at the moment? Would you say 
very satisfied 1 
fairly satisfied 2 
not satisfied 3 
Q 74. Please explain why. 
Q 75. How happy do you usually feel these days? Would 
you say 
very happy 1 
fairly happy 2 
not happy 3 
Q 76. Please explain why. 
Q 77. Do you have any wish to die? 
yes 1 
no 2 
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Q 78. Please explain why. 
1* 
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Q 79. How would you describe your attitude to life at the 
moment? Please explain. 
Q 80. How do you see your future? Please explain. 
Q 81. What changes have occurred in your life since your 
health became poorer? 
Q 82. How has your life changed since you came into this 
nursing home? Please explain. 
Q 83. How dependent do you feel on others now? Would 
you say 
very dependent 1 
fairly dependent 2 
not dependent 3 
Q 84. How dependent are others on you now? Would you 
say 
very dependent 1 
fairly dependent 2 
not dependent 3 
Q 85. Right now, what in life is important to you? Please 
explain. 
I an going to read out to you a list of words. 
Please tell me which of the two words that I will 
give you at a time describe best how you feel 
about your present life. 
Q 86. 
Q 87. 
Q 88. 
Q 89. 
Q 90. 
Q 91. 
Q 92. 
Q 93. 
Q 94. 
Q 95. 
a. 
b. 
c. 
d. 
e. 
f. 
S-
h. 
i. 
J. 
boring 
enjoyable 
easy 
useless 
friendly 
full 
discouraging 1 
tied down 
disappoints 
brings out 
best in me 
ng 1 
the 
I interesting 
1 miserable 
I hard 
L worthwhile 
L lonely 
L empt y 
I hopeful 
I free 
L rewarding 
doesn' t giv< 
chance 
2 
2 
2 
2 
2 
2 
2 
2 
Q 96. Generally speaking, what kinds of things about 
your life make you feel happy and satisfied these 
days? Please explain. 
Q 97. What kind of things about your life these days 
make you feel frightened or worried? Please 
explain. 
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Q 98, What do you think about yourself? Please explain. 
Q 99, How would you describe yourself? 
Q 100, Why do you think that you can trust others? Please 
explain. 
Q 101, Why do you think others can trust you? Please 
explain. 
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I will now read out to you a nuHiber of statements. 
Please indicate which of these apply to you by 
saying 
yes 1 
no 2 
I don't know 3 
Q 102, I prefer to have one close friend rather 
than many not so close ones 
Q 103, I like myself, 
Q 104, I can enjoy living almost anywhere, 
Q 105, I have always made my own decisions. 
Q 106, I prefer to keep to myself, 
Q 107, I would like someone to help me make 
decisions now, 
Q 108, I have always enjoyed being a leader 
among others, 
Q 109, I often feel alone even when with others, 
Q 110, I trust most people, 
Q U I , I see people as always trying to take 
advantage of me, 
Q 112, I often feel lonely, 
Q 113, I do everything not to be alone, 
Q 114, Money is very important to me, 
Q 115, I need recognition from others, 
Q 116, I have always found making friends easy. 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
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Part IVA: The questions that follow now will deal with 
your health. Firstly, I will ask you questions about your 
past health. 
Q 117, When you were at your usual place of residence, 
how would you have described your health? Would 
you have said 
very good 1 
fairly good 2 
poor 3 
not good at all 4 
Q 118, Did you experience any disabilities or health 
problems when you were at your usual place of 
residence? 
yes 1 
no 2 
Q 119, Please explain. 
Q 120, How often did you experience pain when you were 
at your usual place of residence? Would you say 
never 0 
always 1 
very often 2 
fairly often 3 
not often 4 
Q 121, How often did you have a feeling of ill-health 
when you were at your usual place of residence? 
Would you say 
never 0 
always I 
very often 2 
fairly often 3 
not often 4 
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Part IVB: Now I will want to ask you some questions about 
your present state of health, 
Q 122, To begin with, please name for me your main health 
problems, 
none 0 
pain 1 
constipation 2 
depression 4 
sleeplessness 8 
nervousness/anxiety 16 
arthritis 32 
Parkinson's disease 64 
heart problem 128 
other 256 
Now, a list of short statements will be read out 
to you. Please indicate which of these apply to you 
by saying 
yes 
no 
1 
2 
Q 123, I need assistance with dressing, 
Q 124, I need help with bathing, 
Q 125, I move around with the aid of a walking 
stick 
Q 126, I need a walking frame to get about, 
Q 127, I am in a wheelchair, 
Q 128, I am bedfast, 
Q 129, I get hot or cold spells, 
Q 130, I need assistance with feeding, 
Q 131, I can only walk short distances, 
Q 132, I lie down to rest more often during the day 
than ever before, 
Q 133, I sit around half asleep quite often, 
Q 134, I am on a special diet, 
Q 135. I need someone's help to sit down, lie down, 
or get up, 
Q 136. I can control my bowels. 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
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I often feel faint or dizzy. 
I have trouble with catching my breath. 
I have difficulty reasoning and solving 
problems. 
I get confused and disoriented. 
I often get irritable or impatient. 
I laugh or cry suddenly for no reason. 
Repeated unpleasant thoughts will not leave 
my mind. 
I have trouble remembering things. 
I feel critical of others. 
I often feel low in energy and slowed down. 
My hands tremble, 
I have a poor appetite, 
I am often hungry, 
I feel shy or uneasy when with others. 
I sometimes feel trapped or scared for no 
reason. 
Q 152, I have temper outbursts that 
cannot be controlled 
Q 
Q 
Q 
Q 
Q 
Q 
Q 
Q 
Q 
q 
Q 
Q 
Q 
Q 
Q 
137, 
138. 
139. 
140. 
141. 
142. 
143. 
144. 
145. 
146. 
147. 
148. 
149. 
150. 
151. 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
1 2 
1 2 
Q 153. I blame myself for things in general. 1 2 
Q 154. I feel sad, 1 2 
Q 155, I am often depressed, 1 2 
Q 156, I worry too much about things. 1 2 
Q 157. I feel no interest in things around me, 1 2 
Q 158, People can easily hurt me by things they say 1 2 
Q 159, I feel that people are unfriendly, 1 2 
Q 160. I do things very slowly, 1 2 
Q 161, I feel inferior to others, 1 2 
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Q 152. I feel that others watch or talk about me. 
Q 153. I often think about the past. 
Q 154. I feel uneasy when people are watching me. 
Q 155. I have urges to break or smash things. 
Q 155. I feel that others do not respect me. 
Q 167. I get into frequent arguments. 
Q 158. I feel that everything is an effort. 
Q 169. I isolate myself as much as I can from others. 
Q 170. I find it difficult to hear when people speak 
to me, 
Q 171, I cannot see well, even with glasses on. 
Q 172 I often get headaches 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
Q 173, How would you describe your health at the 
moment? Would you say 
very good 
fairly good 
poor 
not good at all 
Q 174, Please explain. 
1 
2 
3 
4 
Q 175. How often would you say that you are in pain now? 
Would you say 
never 0 
always 1 
very often 2 
fairly often 3 
not often 4 
Q 176. In which parts of your body do you feel pain? 
no pain 0 
head 1 
chest 2 
abdomen 4 
spine 8 
arms or shoulders 16 
legs or hips 32 
other 64 
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Q 177. How often would you say that you experience the 
feeling of ill-health at the moment? Would you say 
never 0 
always 1 
very often 2 
fairly often 3 
not often 4 
Q 178. Is there anything else that you would like to tell 
me about your health which causes you a lot of 
concern or worry? 
yes 1 
no 2 
Q 179. If yes, please explain. 
Part VA: The questions that follow deal with your use of 
spare time. To begin with, I will be asking you about 
your past recreational habits, including any sporting 
activities, hobbies or interests. 
Q 180, When you were at your usual place of residence, how 
much spare time did you have in a day? 
no spare time O 
under one hour 1 
two to three hours 2 
half a day 3 
most of day 4 
Q 181. When you were at your usual place of residence, 
what did you do in your spare time? 
Q 182. Please name any sporting activities, hobbies or 
interests that you had when you were living at 
your usual place of residence. 
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not applicable 
a lot 
a fair amount 
little 
Q 184. How many hours per week would it have been? 
not applicable 
under one hour 
two to three hours 
four to ten hours 
eleven to twenty hours 
21 hours and over 
Q 185. 
0 
1 
2 
3 
0 
1 
2 
3 
4 
5 
How many times per week (ie. in 7 days) did you 
spend on these activities, hobbies or interests? 
Was it 
not applicable 0 
everyday 1 
once a week 2 
twice a week 3 
three times a week 4 
four to six times a week 5 
Q 186. With whom did you spend most of your spare time when 
you were still at your usual place of residence? 
Please name the people and their relation to you. 
Part VB: I will now ask you questions about your current 
use of spare time, 
Q 187 How many hours of spare time do you have in a day 
at the moment? 
no spare time 0 
no more than i hour 1 
two to three hours 2 
half a day 3 
most of day 4 
Q 188, What do you do in your spare time now? 
189. Please name the recreational activities, hobbies, 
or interests that you have in this nursing home. 
Q 190, How much time do you usually spend on these? 
Would you say 
not at all 0 
a lot 1 
a fair amount 2 
little 3 
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Q 191. How many hours per week would it be? 
not at all 
under 1 hour 
two to three hours 
four to ten hours 
eleven to twenty hours 
21 hours and over 
0 
1 
2 
3 
4 
5 
Q 192. How many times per week do you spend on these 
activities, hobbies or interests? 
not applicable 
everyday 
once a week 
twice a week 
three times a week 
four to six times a week 
0 
1 
2 
3 
4 
5 
Q 193. If you really had a choice, how would you like to 
spend your spare time now? Explain as fully as 
you can. 
Q 194, With whom do you spend most of your spare time at 
the moment? Please name these people and their 
relation to you. 
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Q 195, Why do you spend time with them? Please explain. 
Q 196. If you had a choice, with whom would you like to 
spend most of your spare time? Please explain. 
Q 197. Do you visit any of the residents here in their own 
rooms? 
yes 1 
no 2 
Q 198. Please explain why. 
Q 199. Would you say that you are more friendly with 
some residents than you are with others? 
yes 1 
no 2 
Q 200. Please explain why. 
Q 201. What are the main activities offered to you at 
this nursing home? Please list these. 
Q 202. How often are these offered? 
not applicable 0 
every day 1 
once a week 2 
twice a week 3 
three times a week 4 
four times a week 5 
Q 203. How satisfied are you with these activities? Would 
you say 
not applicable 0 
very satisfied 1 
fairly satisfied 2 
not satisfied 3 
Q 204. Please explain. 
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Q 205. Which of the following would suit you best at this 
nursing home? 
not to have organised activities 0 
to have many organised activities 1 
to have a few activities 2 
to have more varied activities 3 
to have more time for myself 4 
other 5 
Q 206. How often do you listen to the radio or watch 
television here? 
never 0 
every day 1 
a few times per week 2 
from time to time 3 
rarely 4 
Part VIA: From now until the end, I will be asking you 
general questions, beginning with some about your past 
experi ences. 
Q 207. How religious would you say you were when you were 
at your usual place of residence? Would you say 
very religious 1 
fairly religious 2 
not religious 3 
Q 208. Did you belong to any clubs or organizations when 
you were at your usual place of residence? 
yes 1 
no 2 
Q 209. If yes, name these please. 
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Q 210. How active were you in these? Would you say 
not applicable 0 
very active 1 
fairly active 2 
not active 3 
Q 211. What was your usual occupation before you became 
a pensioner? Please give details. (Interviewer: 
For a female respondent, please ask about her 
occupation before and during marriage. ) 
Q 212. What was the highest education level that you 
had achieved? Please give details. 
Q 213. What was your spouse's usual occupation. Please 
give details. 
Q 214. What was your father's usual occupation? Please 
give details. 
Q 215. What was your mother's usual occupation? Please 
give details. 
Q 216. In what country was your father born? 
Q 217. In what country was your mother born? 
Q 218. How many children did you have? 
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none 
one 
two 
three 
four 
five 
six 
seven 
eight 
nine or more 
0 
1 
2 
3 
4 
5 
6 
7 
8 
9 
Q 219 How would you have described your financial position 
in the past? Would you have said that you were 
very well off 
fairly well off 
not well off 
1 
2 
3 
Q 220. What was your main source of income when you were 
at your usual place of residence? 
salary/wage 
business earnings 
investment/bank interest 
rentals 
pension 
other 
1 
2 
3 
4 
5 
6 
Q 221. In what year were you born?. 
Part VIB: Now I will be asking you some general questions 
about your present situation. 
Q 222. What is your marital status? 
never married 
married 
divorced/separated 
widowed 
1 
2 
3 
4 
Q 223. What is your religion? 
no religion 
Roman Catholic 
Church of England 
Uniting Church 
other 
0 
1 
2 
3 
4 
Q 224. In general, how religious would you say that you 
are at the moment? 
very religious 1 
fairly religious 2 
not religious 3 
Q 225. How often do you see your church minister? 
not applicable 0 
every day 1 
once or twice per week 2 
once per fortnight 3 
once per month 4 
once every two months or less 5 
no visits at all §. 
Q 226. How happy are you with the numbers of times you see 
him? 
not applicable 0 
very happy i 
fairly happy 8 
not happy 3 
Q 227. Why do you say that? Please explain. 
Q 228, Do you belong to any club or organizations? 
yes 1 
no 2 
Q 229 If yes, name these please. 
Q 230, How active would you say that you are in these? 
not applicable 0 
very active 1 
fairly active 2 
not active 3 
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Q 231, How many children do you have at the moment? 
none 0 
one 1 
two 2 
three 3 
four 4 
five 5 
six 6 
seven 7 
eight 8 
nine or more 9 
Q 232 How many of your family members, such as spouse, 
children, grandchilren, sisters, brothers, still 
live in Brisbane? 
Q 233, How many of your close friends still live in 
Brisbane? 
Q 234. How would you describe your financial position 
at the moment? Would you say that you are 
very well off 1 
fairly well off 2 
not well off 3 
Q 235, What would you say is your main source of income? 
pension 1 
business earnings 2 
investment/bank interest 3 
rentals 4 
other 5 
Q 236, In what country were you born? 
Q 237, Sex 
male 1 
female 2 
(Interviewer: The next two questions are only for residents 
from non-English speaking backgrounds) 
Q 238, How would you describe your knowledge of the English 
language? Would you say 
none 0 
good 1 
fair 2 
poor 3 
Q 239. Do any of the staff members or residents here speak 
to you in your own language? 
yes 1 
no 2 
THANK YOU 
Appendix B: Code Book- Modified Questionnaire with Study Data 
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V4 Q- 1 QCode- DPA TYPE- LENGTH- 1. ROV- 1 COL- 7 
From where did you come directly into this nursing 
home? FREQ, 
ovm house/farm/property 
rented house/flat 
boarding house/rented room 
hospital 
hostel for the aged 
nursing home 
granny flat/ other shared 
no answer/uncertain 
1 
2 
3 
4 
5 
6 
7 
9 
65 
15 
10 
74 
7 
18 
20 
2 
31 
7 
5 
35 
3 
8 
10 
1 
211 100 
V5 Q- 2 QCode- DPA TYPE- LENGTH- 1, 
What was your usual place of residence? 
own house/unit/farm/property 
rented house/flat 
boarding house/rented room 
granny flat/ other shared 
other 
no answer/uncertain 
1 
2 
3 
4 
5 
9 
ROW- 1 COL- 8 
FREQ. % 
154 
27 
11 
10 
8 
1 
73 
13 
5 
4 
4 
1 
211 100 
V6 Q- 3 QCode- DPA TYPE- LENGTH- 1, 
Where was the place of your usual residence? 
ROW- 1 COL- 9 
FREQ. 
in place Re: V-2 
Queensland, outside place Re: V-2 
interstate 
overseas 
1 
2 
3 
% 
140 
63 
7 
1 
66 
30 
3 
1 
211 100 
V7 Q- 4 QCode- QPA TYPE- LENGTH- 1. 
QFG 
How satisfied were you with your usual place of 
residence? (Ext. V-8,Q-5 Please explain why,) 
ROW- 1 COL- 10 
FREQ. 
very satisfied 
fairly satisfied 
not satisfied 
no answer/uncertain 
1 
2 
3 
9 
167 
37 
6 
1 
79 
17 
3 
1 
211 100 
LENGTH- 10. ROW- 1 COL- 11 to 20 Q- 5 QCode- QPA TYPE-
QPG 
Why do you say so? (Re: V-7,Q-4 How satisfied were you 
with your usual place of residence?) yes no FREQ. % 
V8 
V9 
VIO 
Vll 
V12 
V13 
V14 
V15 
V16 
V17 
no 
(-) 
(+) 
( + ) 
( + ) 
( + ) 
( + ) 
( + ) 
( + ) 
( + ) 
answer/uncertain 
negative/ critical 
nice/beautiful home 
shared with spouse/family/relat./other 
own place/home 
friends/neighbours(good) nearby 
had freedom/could do many things 
had lived there all life/many years 
had garden/pets/everything/country-1ife1 
other positive 
1 
1 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
(11) 
(12) 
(13) 
(14) 
(15) 
(16) 
(17) 
(18) 
(19) 
(20) 
22 
15 
21 
42 
29 
11 
12 
26 
18 
42 
* 
* row 
10 
7 
10 
20 
14 
5 
6 
12 
9 
20 
« 
N= 211 
100% 
V18 Q- 6 QCode- DNA TYPE- LENGTH- 1. ROW- 1 COL- 21 
How long have you been living at this nursing home? 
FREQ. % 
under 1 year 
I to 2 years 
3 to 4 years 
5 to 10 years 
II years or more 
no answer/uncertain 
0 
1 
2 
3 
4 
9 
48 
59 
35 
45 
19 
5 
23 
28 
17 
21 
9 
2 
211 100 
V19 Q- 7 QCode- DPA TYPE- LENGTH- 1. ROW- 1 COL- 22 
Who arranged for you to come into this nursing home? 
FREQ. % 
doctor 1 
family/relatives 2 
friend 3 
home for aged/hospital 4 
social/welfare worker 5 
nurse 6 
self 7 
other (incl. member of parliament) 8 
two or more of the above 9 
77 
58 
5 
9 
16 
1 
15 
9 
21 
36 
28 
2 
4 
8 
1 
7 
4 
10 
211 100 
V20 Q- 8 QCode- QPA TYPE- LENGTH- 1. ROW- 1 COL- 23 
Thinking back, how happy did you feel about coming 
into this nursing home? ( Ext. V-12,Q-9 Explain why.) FREQ. 
very happy 1 
fairly happy 2 
not happy 3 
no answer/uncertain 9 
54 
98 
53 
6 
26 
46 
25 
3 
211 100 
V21 Q- 9 QCode- QPA TYPE- LENGTH- 1. ROW- 1 COL- 24 
Why do you say that? (Re: V-ll,Q-8 How happy did 
feel about coming into this nursing home?) FREQ. % 
no answer/uncertain 
(-) shocked to come 
(-) did not like the idea/did not want to come 
(-) felt worried/frightened about coming 
(-) other negative 
(o) no choice/no one to take care/was ill/no where to go 
(o) did not know what to think/no idea of the place 
(+) looked forward to coming/wanted to come 
(+) pleased spouse/family had lived there/knew someone 
(+) other positive 
211 100 
9 
0 
1 
2 
3 
4 
5 
6 
7 
8 
22 
2 
26 
5 
8 
73 
12 
40 
8 
15 
10 
1 
12 
2 
4 
35 
6 
19 
4 
7 
V22 Q- 10 QCode- DNA TYPE- LENGTH- 1. ROW- 1 COL- 25 
Do you sleep in your own room or do you share with 
others? FREQ. % 
own room 0 
shares with one 1 
shares with two or three 2 
shares with four or five 3 
shares with six or more 4 
211 100 
47 
43 
66 
22 
33 
22 
20 
31 
11 
16 
V23 Q- 11 QCode- QNA TYPE- LENGTH- 1. ROW- 1 COL- 26 
How happy are you with this room? (Ext. V-15,Q-12 
Explain why.) FREQ. % 
very happy 1 
fairly happy 2 
not happy 3 
no answer/uncertain 9 
211 100 
107 
90 
13 
1 
51 
42 
6 
1 
Q- 12 QCode- QNA TYPE- LENGTH- 12. ROW- 1 COL- 27 to 38 
QNG 
Why do you say that? (Re: V-14,Q-11 How happy are you 
with your room at the nursing home? yes no FREQ. % 
V24 no answer/uncertain 
V25 (-) dislikes people with whom shares 
V26 (-) needs more space/cupboards 
V27 (-) wants to be alone/privacy/own things/homel 
V28 (-) finds toilet/shower far/many to share 
V29 (-) other negative 
V30 (+) likes company of others/someone to talk 
V31 (+) likes with whom shares(spouse/sibling) 
V32 (+) finds the room comfortable/nice/alrlght 
V33 (+) likes the view (incl. garden/road) 
V34 (+) close to facilities(toilet, dining room) 
V35 (+) other positive (incl. privacy) 
1 
1 
1 
1
1 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
(27) 
(28) 
(29) 
(30) 
(31) 
(32) 
(33) 
(34) 
(35) 
(36) 
(37) 
(38) 
20 
9 
4 
17 
3 
11 
16 
30 
59 
11 
4 
55 
10 
4 
2 
8 
1 
5 
8 
14 
28 
5 
2 
26 
V36 Q- 13 QCode- DWA TYPE- LENGTH- 1. ROW- 1 COL- 39 
If you had a choice, with how many people would you 
prefer to share a room? (Ext. V-17,Q-14 Explain why?) 
no one 
one 
two or three 
four or five 
six or more 
no answer/uncertain 
0 
1 
2 
3 
4 
9 
FREQ. 
84 
39 
47 
15 
20 
6 
40 
19 
22 
7 
9 
3 
211 100 
V37 Q- 14 QCode- QWR TYPE- LENGTH- 1. 
SWR 
Explain why, (Re; V-16,Q-13 If you had a choice, with 
how many people would you prefer to share a room? 
no answer/uncertain 9 
(-) distrusts other residents 0 
(-) dislikes other residents 1 
(-) dislikes being alone 2 
(-) would prefer to share with spouse/relative 3 
(-) other negative 4 
(o) no change, satisfied as is 5 
(+) likes privacy/peace and quiet/own way 6 
(+) likes other residents/someone to talk 7 
(+) other positive 8 
ROW- 1 COL- 40 
FREQ, 
16 
% 
3 
8 
4 
4 
34 
71 
63 
8 
1 
4 
2 
2 
16 
34 
30 
4 
211 100 
V38 Q- 15 QCode- QNA TYPE- LENGTH- 1. 
QNG 
How satisfied are you with being at this nursing home? 
( Ext. V-19,Q-16 Explain why?) 
ROW- 1 COL- 41 
FREQ. % 
very satisfied 
fairly satisfied 
not satisfied 
no answer/uncertain 
1 
2 
3 
t 
98 
99 
13 
1 
46 
47 
6 
1 
211 100 
Q- 16 QCode- QNA TYPE-
QNG 
Explain why you say that? (Re: V-18,Q-15 How 
satisfied are you with being at this nursing home?) 
LENGTH- 13. ROW- 1 COL- 42 to 54 
FREQ. % 
V39 
V40 
V41 
V42 
V43 
V44 
V45 
V46 
V47 
V48 
V49 
V50 
V51 
no 
(-) 
(-) 
(-) 
(-) 
(-) 
(-) 
(-) 
( + ) 
( + ) 
( + ) 
( + ) 
( + ) 
answer/uncertain 1 2 (42) 22 10 
dislikes staff/food/care 1 2 (43) 16 7 
dislikes residents/no friends/"senile'' 1 2 (44) 6 3 
dislikes changes (eg. staff, room) 1 2 (45) 
dislikes being here/bored/no privacy 1 2 (46) 2 1 
misses own home/things/people (neigh.) 1 2 (47) 22 10 
wants to be elsewhere/has no one/where 1 2 (48) 13 6 
other negative 1 2 (49) 13 6 
likes staff/food/care/all 1 2 (50) 66 31 
likes residents/liked by them/friends 1 2 (51) 8 4 
family lives close by/not far/visits 1 2 (52) 4 2 
family member lives/works here 1 2 (53) 5 2 
other positive(incl. has to be satisfied)1 2 (54) 56 * 27 
V52 Q- 17 QCode- DWA TYPE- LENGTH- 1, ROW- 1 COL- 55 
If you had a choice of being elsewhere, where would 
you prefer to be? (Ext. V21,Q-21 Explain why?) FREQ. 
nowhere else 
own house/ unit 
rented house/flat 
boarding house/ rented room 
another nursing home 
at hospital 
with family 
other 
no answer/uncertain 
0 
1 
2 
3 
4 
5 
6 
8 
9 
100 
66 
4 
4 
10 
20 
5 
2 
211 
47 
31 
2 
2 
5 
10 
2 
1 
100 
V53 Q- 18 QCode- QWA TYPE- LENGTH- 1, ROW- 1 COL- 56 
Why do you say that? (Re: V-20,Q-17 Where would you 
prefer to be if you had a choice?) FREQ. % 
no answer/uncertain 9 
(-) nowhere else to go/no one to take care 0 
(-) own place/garden/pets/things 1 
(-) with those whom loves/is close to/misses 2 
(-) wants freedom/own things around/independ. 7 
(-) other negative 3 
(+) likes company/not to be alone 4 
(+) likes good care 5 
(+) likes this place/comfortable/has all 6 
(+) other positive 8 
15 
25 
41 
29 
11 
12 
4 
9 
46 
19 
7 
12 
19 
14 
5 
% 
2 
4 
22 
9 
211 100 
V54 Q- 19 QCode- DNH TYPE- LENGTH- 1. ROW- 1 COL- 57 
How many times a day do you receive your medicine? 
none received 
once 
twice 
three times 
four times 
five times 
six times 
no answer/uncertain 
0 
1 
2 
3 
4 
5 
6 
9 
FREQ. 
17 
28 
35 
69 
42 
9 
8 
3 
8 
13 
17 
33 
20 
4 
4 
1 
211 100 
Q- 20 QCode- DNH TYPE-
Why do you take your medicine? 
LENGTH- 13. ROW- 1 COL- 58 to 70 
yes no 
V55 not applicable 
V56 pain/swellings (eg. joints, muscles) 
V57 constipation/digestive /renal problems 
V58 depress!on/nervousness/anxiety 
V59 sleeplessness 
V60 eye/ear problems 
V61 arthritis 
V62 Parkinson's Disease 
V63 heart problems/circulation/heart attack 
V64 stroke 
V65 diabetes 
V66 pneumonia/respiratory problems/emphysema 
V67 other (incl, uncertain) 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
(58) 
(59) 
(60) 
(61) 
(62) 
(63) 
(64) 
(65) 
(66) 
(67) 
(68) 
(69) 
(70) 
FREQ, % 
16 
53 
27 
32 
69 
5 
53 
6 
76 
4 
11 
16 
72 • 
8 
25 
13 
15 
33 
2 
25 
3 
36 
2 
5 
8 
34 * 
V68 Q- 21 QCode- SNI TYPE- LENGTH- 1. ROW- 1 COL- 71 
How do you usually hear about any changes or 
happenings which take place within this nursing home? 
no answer/uncertain 
(-) does not hear anything/ no one tells 
(-) overhears others speaking 
(-) other negative 
(o) not interested/minds own business 
(+) other residents tell 
(+) staff tell 
(+) family tells 
(+) other positive 
9 
0 
1 
2 
3 
4 
5 
6 
8 
FREQ. 
28 
45 
21 
3 
8 
26 
54 
1 
25 
13 
21 
10 
1 
4 
12 
26 
1 
12 
121 100 
V69 Q- 22 QCode- SNI 
QNI 
TYPE- LENGTH- 1, ROW- 1 COL- 72 
How important is it for you to know about any 
changes or happenings, which take place within this 
nursing home? (Ext, to V-26,Q-23 Explain why?) 
very important 1 
fairly important 2 
not important 3 
no answer/uncertain 9 
FREQ, % 
39 
74 
95 
3 
19 
35 
45 
1 
121 100 
V70 Q- 23 QCode- SNI TYPE- LENGTH- 1, 
QNI 
Explain why you say that? (Re: V-25,Q-22 How 
important is it for you to know about any changes 
or happenings, which take place within nursing home?) 
no answer/uncertain 9 
(-) important/interested, but no one tells 0 
(-) other negative 1 
(o) not important/minds own business/uneventful 2 
(+) likes to know about changes/news-generally 3 
(+) likes to know about changes that concern 4 
(+) other positive 8 
ROW- 1 COL- 73 
FREQ, % 
28 
1 
4 
75 
69 
22 
12 
13 
1 
2 
35 
33 
10 
6 
121 100 
V71 Q- 24 QCode- QNA TYPE- LENGTH- 1, 
QNG 
Is there anything that worries you about being at this 
nursing home? (Ext, to V-28,Q-25 Explain why?) 
ROW- 1 COL- 74 
FREQ. % 
yes 
no 
no answer/uncertain 
1 
2 
9 
72 
3 38 
1 
34 
65 
1 
211 100 
V72 
V73 
V74 
V75 
V76 
V77 
V78 
V79 
V80 
V81 
V82 
V83 
V84 
Q- 25 QCode- QNA TYPE- LENGTH- 13. ROW- 1 COL- 75-80*87 
QNG 2 1-7 
Explain why that is so. (Re: V-27,Q-24 Is there 
anything that worries you about being at this nursing FREQ. % 
home?) yes no 
no answer/uncertain 1 2 (75) 26 12 
-) dislikes staff/meals/care 1 2 (76) 18 9 
-) dislikes changes (eg. staff, room) 1 2 (77) 2 1 
-) dislikes noise/screams 1 2 (78) 7 3 
-) dislikes residents/feels friendless 1 2 (79) 4 2 
-) feels lack of freedom/privacy/respect 1 2 (80) 11 5 
-) gets into trouble 1 2 (81) 1 1 
-) prefers to be home/with family 1 2 (82) 17 8 
-) other negative 1 2 (83) 27 13 
o) nothing at all/does not think about it 1 2 (84) 56 27 
+) likes everything-staff/care/residents 1 2 (85) 22 10 
+) feels happy here 1 2 (86) 21 10 
+) other positive 1 2 (87) 1 * 1 * 
V85 Q- 26 QCode- DPF TYPE- LENGTH- 1. ROW- 2 COL-
How often did you see your family when you were 
in your usual place of residence? 
no family 
every day 
once or twice per week 
once per fortnight 
once per month 
omce every two months or less 
no visits at all 
no answer/uncertain/does not remember 
0 
1 
2 
3 
4 
5 
6 
9 
8 
*88 
FREQ. % 
16 
81 
60 
9 
13 
19 
10 
3 
8 
39 
28 
4 
6 
9 
5 
1 
211 100 
V86 Q- 27 QCode- DPF TYPE- LENGTH- 1, ROW- 2 
How often were you in contact by telephone or letter 
with your family when you were at your usual place 
of residence? 
no family 0 
every day 1 
once or twice per week 2 
once per fortnight 3 
once per month 4 
once every two month or less 5 
never/no need 6 
no answer/uncertain/does not remember 9 
COL- 9 
*89 
FREQ. % 
16 
22 
65 
19 
17 
25 
47 
8 
10 
31 
9 
8 
12 
22 
211 100 
V87 Q- 28 QCode- QPF TYPE- LENGTH- 1. ROW- 2 COL-
How happy were you with the number of times you had 
contact with your family when you were at your usual 
place of residence? 
no family 0 
very happy 1 
fairly happy 2 
not happy 3 
no answer/uncertain 9 
10 
*90 
FREQ. 
16 
129 
62 
4 
3 
61 
29 
2 
211 100 
V88 Q- 29 QCode- DPD TYPE- LENGTH- 1. ROW- 2 COL-
How often did you see your friends when you were 
at your usual place of residence? 
no friends 
every day 
once or twice per week 
once per fortnight 
once per month 
once every two months or less 
no visits at all 
no answer/uncertain 
0 
1 
2 
3 
4 
5 
6 
9 
11 
*91 
FREQ. 
211 
% 
18 
58 
95 
20 
3 
12 
5 
9 
27 
45 
10 
1 
6 
2 
100 
V89 Q- 30 QCode- DPD TYPE- LENGTH- 1, ROW- 2 COL- 12 
»92 
How often were you in contact by telephone or letter 
with your friends when you were at your usual place of 
residence 
no friends 0 
every day 1 
once or twice per week 2 
once per fortnight 3 
once per month 4 
once every two month or less 5 
never/no need 6 
no answer/uncertain 9 
FREQ. % 
18 
17 
45 
21 
21 
30 
57 
2 
9 
8 
21 
10 
10 
14 
27 
1 
211 100 
V90 Q- 31 QCode- QPD TYPE- LENGTH- 1. ROW- 2 COL- 13 
*93 
How happy were you with the number of times you had 
contact with your friends when you were at your usual 
place of residence? 
no friends 0 
very happy 1 
fairly happy 2 
not happy 3 
no answer/uncertain 9 
FREQ. 
18 
139 
49 
5 
9 
66 
23 
2 
211 100 
V91 Q- 32 QCode- SPF TYPE- LENGTH- 1. ROW- 2 
How close were you to your family at your usual 
place of residence? 
COL- 14 
»94 
FREQ. 
no faDiily 
very close 
fairly close 
not close 
no answer/uncertain 
0 
1 
2 
3 
9 
16 
146 
39 
10 
8 
69 
18 
5 
211 100 
V92 Q- 33 QCode- SPD TYPE- LENGTH- 1. ROW- 2 COL- 15 
*95 
How close were you to your friends at your usual place 
of residence? FREQ. % 
no friends 
very close 
fairly close 
not close 
no answer/uncertain 
0 
1 
2 
3 
9 
18 
91 
87 
15 
9 
43 
41 
7 
211 100 
V93 Q- 34 QCode- SPO TYPE- LENGTH- 1, ROW- 2 COL-
How many people were very close to you when you were 
at your usual place of residence? 
none 
one or two 
three to six 
seven or nrare 
no answer/uncertain 
0 
1 
2 
3 
9 
16 
*96 
FREQ. 
15 
44 
76 
72 
4 
7 
21 
36 
34 
2 
211 100 
V94 Q- 35 QCode- SPO TYPE- LENGTH- 1. ROW- 2 COL- 17 
•97 
Whenever you had a problem when you were at your usual 
place of residence, to whom did you most likely turn 
for help? 
no one 0 
spouse 1 
child/ren 2 
sibling 3 
friend 4 
neighbour 5 
solicitor/other professional 6 
two or more of the above 7 
other (incl. in-laws) 8 
no answer/uncertain 9 
FREQ. 
42 
37 
49 
15 
4 
10 
6 
25 
21 
2 
20 
17 
23 
7 
2 
5 
3 
12 
10 
1 
211 100 
V95 Q- 36 QCode- SPO TYPE- LENGTH- 1. ROW- 2 COL- 18 
•98 
Who were the people most likely to turn to you for 
help when faced with a problem, when you were at your 
usual place of residence? 
no one 
spouse 
child/ren 
sibling 
friend 
neighbour 
two or more of the above 
other 
no answer/uncertain 
0 
1 
2 
3 
4 
5 
6 
8 
9 
FREQ. 
81 
15 
24 
9 
10 
16 
44 
11 
1 
38 
7 
11 
4 
5 
8 
21 
5 
1 
211 100 
LENGTH- 12, ROW- 2 COL-Q- 37 QCode- SPF TYPE-
DPF 
How did you spend time with your family when you were 
at your usual place of residence? yes no 
V96 no answer/uncertain 
V97 not applicable- no family/no spare time 
V98 no/little time with family/often alone 
V99 played bingo/cards etc, 
VIOO talked/received visits 
VlOl visits/pub/shopping/trips/lunch/races etc, 
V102 watched TV/listened to radio 
V103 played sport, incl. bowls 
V104 went to social clubs 
V105 church 
V106 other 
FREQ, 
19 to 29 
•99-109 
% 
Q- 38 QCode- DPD 
SPD 
TYPE- LENGTH-
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
10 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
(99) 
(100) 
(101) 
(102) 
(103) 
(104) 
(105) 
(106) 
(107) 
(108) 
(109) 
ROW- 2 
14 
17 
5 
14 
66 
106 
26 
16 
2 
4 
55 
• 
• row N= 
COL- 30 
7 
8 
2 
7 
31 
50 
12 
8 
1 
2 
26 
• 
=211 
to 40 
•110-120 
How did you spend time with your friends when you were 
at your usual place of residemce? yes no FREQ, 
V107 no answer/uncertain 
V108 not applicable- no friends/no spare time 
V109 no/little time spent with friends 
VllO went to clubs(R,S,L,, Senior Citizens etc 
Vlll played cards/bingo 
V112 watched TV/listened to radio 
VI13 visits/lunch/beer/matches/shopping/trips, 
V114 talked/received visits 
V115 played sport (tennis,swimming,riding,bowls)1 
V116 church 
V117 other 
1 
1 
1 
)1 
1 
1 
,1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
(110) 
(111) 
(112) 
(113) 
(114) 
(115) 
(116) 
(117) 
(118) 
(119) 
(120) 
7 
19 
4 
17 
24 
9 
88 
84 
37 
6 
24 
• 
• row 
3 
9 
2 
8 
11 
4 
42 
40 
18 
3 
11 
• 
N=211 
Q- 39 QCode- SNO TYPE- LENGTH- 13, ROW- 2 COL- 41 to 53 
•121-133 
Name the six most important or closest people to you 
at the moment, identify them, and state their 
relationship to you, 
VI18 no one 
V119 spouse 
V120 child/ren 
V121 granchild/ren 
V122 in-laws 
V123 sibling/s 
V124 friend/s 
V125 professional/s 
V126 resident/s 
V127 nurse/s (incl, sisters) 
V128 sister-in charge 
V129 other 
V130 no answer/uncertain 
yes 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
no 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
(121) 
(122) 
(123) 
(124) 
(125) 
(126) 
(127) 
(128) 
(129) 
(130) 
(131) 
(132) 
(133) 
FREQ, % 
4 
29 
124 
53 
47 
43 
59 
10 
16 
18 
7 
44 
2* 
2 
14 
59 
25 
22 
20 
28 
5 
8 
9 
3 
21 
1^ 
V131 Q- 40 QCode- SNF 
DNF 
TYPE- LENGTH- 1. 
How often do you see your family at the moment? 
ROW- 2 COL- 54 
• 134 
FREQ, 
no family 
every day 
once or twice per week 
once per fortnight 
once per month 
once every two months or less 
no visits at all 
no answer/uncertain 
0 
1 
2 
3 
4 
5' 
6 
9 
18 
20 
94 
25 
20 
21 
13 
8 
10 
44 
12 
10 
10 
6 
211 100 
V132 Q- 41 QCode- DNF 
SNF 
TYPE- LENGTH- 1, ROW- 2 
How often are you in contact with your family by 
telephone or letter now? 
no family 
every day 
once or twice per week 
once per fortnight 
once a month 
once every two months or less 
no contact at all 
no answer/uncertain 
0 
1 
2 
3 
4 
5 
6 
9 
COL- 55 
• 135 
FREQ. % 
18 
5 
42 
14 
32 
28 
71 
1 
9 
2 
19 
7 
15 
13 
34 
1 
211 100 
V133 Q- 42 QCode- QNF TYPE- LENGTH- 1. ROW- 2 
How happy are you with the number of times that you 
have contact with your family? 
no family 
very happy 
fairly happy 
not happy 
no answer/uncertain 
0 
1 
2 
3 
9 
COL- 56 
• 136 
FREQ. % 
18 
108 
63 
20 
2 
9 
51 
30 
9 
1 
211 100 
V134 Q- 43 QCode- SND TYPE- LENGTH- 1, 
DND 
How often do you see your friends now? 
ROW- 2 COL- 57 
• 137 
FREQ. % 
no friends 
every day 
once or twice per week 
once per fortnight 
once per month 
once every two months or less 
no visits at all 
no answer/uncertain 
0 
1 
2 
3 
4 
5 
6 
9 
26 
11 
40 
22 
19 
48 
45 
12 
5 
19 
11 
9 
23 
21 
211 100 
V135 Q- 44 QCode- SND 
DND 
TYPE- LENGTH- 1. ROW- 2 
How often are your in contact with you friends by 
telephone or letter now? 
no friends 
every day 
once or twice per week 
once per fortnight 
once per month 
once every two month or less 
no contact at all 
no answer/uncertain 
0 
1 
2 
3 
4 
5 
6 
9 
COL- 58 
• 138 
FREQ. 
26 
2 
12 
8 
24 
42 
96 
1 
12 
1 
7 
3 
11 
20 
45 
1 
211 100 
V136 Q- 45 QCode- QND TYPE- LENGTH- 1. ROW- 2 COL-
How happy are you with the number of times that you 
have contact with your friends? 
no friends 
very happy 
fairly happy 
not happy 
no answer/uncertain 
0 
1 
2 
3 
59 
• 139 
FREQ. % 
26 
63 
99 
13 
10 
12 
30 
47 
6 
5 
211 100 
V137 Q- 46 QCode- SNF TYPE- LENGTH- 1 
How close do you feel to your family now? 
no family 
very close 
fairly close 
not close 
no answer/uncertain 
0 
1 
2 
3 
9 
ROW- 2 COL- 60 
• 140 
FREQ. 
18 
134 
39 
20 
9 
63 
18 
10 
211 100 
V138 Q- 47 QCode- SND TYPE- LENGTH- 1, 
How close do you feel to your friends now? 
no friends 
very close 
fairly close 
not close 
no answer/uncertain 
ROW- 2 COL- 61 
• 141 
FREQ. 
0 
1 
2 
3 
9 
% 
26 
56 
59 
60 
12 
26 
33 
29 
211 100 
VI39 Q- 48 QCode- SNO 
DNO 
TYPE- LENGTH- 2. ROW- 2 
If you had a problem now, to whom would you turn for 
help? (Ext. to V-243,Q-240 Explain why?) 
no one 
spouse 
child/ren 
grandchild/ren 
sibling/s 
friend/s 
professional/s 
resident/s 
nurse/s 
sister-in-charge 
two or more of the above 
other (incl. church minister) 
no answer/uncertain 
00 
01 
02 
03 
04 
05 
06 
07 
10 
11 
12 
98 
99 
COL- 62 63 
•142-143 
FREQ. % 
16 
10 
70 
3 
15 
10 
3 
1 
17 
16 
27 
17 
6 
8 
5 
33 
1 
7 
5 
1 
1 
8 
8 
13 
8 
3 
V140 Q- 49 QCode- SNO TYPE- LENGTH- 2. 
DNO 
Who is likely to turn to you for help now? 
( Ext. to V-53,Q-50 Explain why?) 
ROW- 2 COL- 64 65 
•144-145 
FREQ. % 
no one 
spouse 
child/ren 
grandchild/ren 
sibling/s 
friend/s 
professional/s 
resident/s 
nurse/s 
si ster-i n-charge 
two or more of the above 
other 
no answer/uncertain 
00 
01 
02 
03 
04 
05 
06 
07 
10 
11 
12 
98 
99 
25 
10 
28 
1 
4 
5 
19 
2 
12 
5 
59 
5 
13 
1 
2 
2 
9 
1 
6 
2 
V141 Q- 50 QCode- SNO TYPE- LENGTH- 1. ROW- 2 COL- 66 
• 146 
Explain why. (Re: V-52,Q-49 Who is likely to turn to 
you for help now?) FREQ. % 
no answer/uncertain 9 
(-) unable to help 0 
(-) no one comes for help 1 
(-) help not needed 2 
(-) other negative 3 
(o) not permitted to help 4 
(+) likes to help 5 
(+) feels close to the one requiring help 6 
(+) has friendly personality,so others come 7 
(+) other positive 8 
66 
29 
26 
17 
8 
12 
25 
4 
24 
31 
14 
12 
8 
4 
6 
12 
2 
11 
211 100 
V142 Q- 51 QCode- SNF TYPE- LENGTH- 1. ROW- 2 COL- 67 
DNS ^147 
How do you spend time with your family at the moment? 
FREQ. % 
no answer/uncertain 
not applicable-no family/time not spent 
talking mainly/ coming to visit 
going on trips/visits/lunch/shopping 
two or more of the above 
other 
9 
0 
1 
2 
3 
8 
8 
28 
82 
37 
55 
1 
4 
13 
39 
17 
26 
1 
211 100 
V143 Q- 52 QCode- SND TYPE- LENGTH- 1. ROW- 2 COL- 68 
DNS •148 
How do you spend time with your friends at the moment? 
FREQ. % 
no answer/uncertain 9 
not applicable-no friends/time not spent 0 
talking mainly/ coming to visit 1 
going on trips/visits/lunch 2 
two or more of the above 3 
other 8 
8 
77 
89 
16 
16 
5 
4 
36 
42 
8 
8 
2 
211 100 
V144 Q- 53 QCode- SNO TYPE- LENGTH- 1, 
Explain what makes people important to you? 
no answer/uncertain 9 
(-) nothing/prefers to be alone/with animalsO 
(-) other negative 1 
(+) their company 2 
(+) something in common(interest)with them 3 
(+) show care/love(likes)/other affection 4 
(+) those who can be trusted 5 
(+) those who help 6 
(+) personality (friendly,sincere,manners) 7 
(+) other positive (incl. blood ties) 8 
ROW- 2 COL- 69 
• 149 
FREQ, 
33 
15 
2 
21 
11 
49 
1 
10 
51 
18 
16 
7 
1 
10 
5 
23 
1 
5 
24 
8 
211 100 
V145 Q- 54 QCode- SNO TYPE- LENGTH- 1, 
Do you think you are important to others? 
(Ext, to V-58,Q-54 Explain why?) 
ROW- 2 COL- 70 
• 150 
FREQ, 
yes 
no 
uncertain 
1 
2 
3 
110 
47 
54 
52 
22 
26 
211 100 
VI46 Q- 55 QCode- SNO TYPE- LENGTH- 2. ROW- 2 
Why do you say that? (Re: V-57,Q-54 Do you think you 
are important to others?) 
no 
(-
(-
(-
(-
(-
(o 
(+ 
( + 
(+ 
( + 
( + 
(+ 
me 
answer/uncertain 
no one cares about me 
no one comes (rarely) to see 
people dislike me 
knows only a few people/keeps to self 
unimportant one way or another/old/ill 
average, nothing special, OK 
people come to visit (so important) 
family acknowledges my importance 
people are friendly /like (love) me 
receives care so must be important 
people trust me 
other positive 
99 
00 
01 
02 
03 
04 
05 
06 
07 
10 
11 
12 
98 
V147 Q- 56 QCode- SNR TYPE- LENGTH- 1, ROW- 2 
What types of things are you able to do for other 
residents at this nursing home? 
no answer/uncertain 9 
(-) nothing, unable to do anything-disabled 0 
(-) nothing (unwilling/disinterested etc,) 1 
(-) other negative 2 
(o) believes assistance is not required 3 
(o) not permitted to do anything 4 
(+) would like to help, but disabled 5 
(+) feels positive towards helping-generally 6 
(+) names specific helping tasks(eg.cuppa) 7 
(+) other positive 8 
COL- 71 72 
•151-152 
FREQ. % 
70 
3 
6 
1 
6 
27 
3 
13 
37 
14 
9 
3 
19 
L- 73 
33 
1 
3 
1 
3 
13 
1 
6 
18 
7 
4 
1 
9 
• 153 
FREQ. 
14 
41 
21 
4 
3 
4 
8 
25 
86 
5 
7 
19 
10 
2 
1 
2 
4 
12 
41 
2 
211 100 
V148 Q- 57 QCode- SWR TYPE- LENGTH- 1. ROW- 2 COL- 74 
• 154 
What would you like to do for the other residents? 
FREQ. % 
no answer/uncertain 9 
(-) nothing, unable to do anything-disabled 0 
(-) nothing (unwilling/disinterested etc.) 1 
(-) other negative 2 
(o) believes assistance is not required 3 
(o) not permitted to do anything 4 
(+) would like to help but disabled 5 
(+) feels positive about helping,generally 6 
(+) names specific helping tasks (cooking) 7 
(+) other positive 8 
44 
20 
18 
2 
12 
2 
7 
46 
46 
14 
21 
9 
8 
1 
6 
1 
3 
22 
22 
7 
211 100 
V149 Q- 58 QCode- SWO TYPE- LENGTH- 1. ROW- 2 COL- 75 
• 155 
To whom would you turn at this nursing home for 
urgent advice on a personal matter? (Ext. to V-62, FREQ, 
Q-59 Explain why?) 
no one 0 
sister-in-charge 1 
nurse/s (incl, wardsmen) 2 
resident/s 3 
social worker 4 
doctor 5 
two or more of the above 6 
other (incl, minister of religion) 8 
no answer/uncertain 9 
211 100 
18 
108 
19 
6 
14 
13 
23 
8 
2 
8 
51 
9 
3 
7 
6 
11 
4 
1 
V150 Q- 59 QCode- SWO TYPE- LENGTH- 2, ROW- 2 COL- 76 77 
•156-157 
Explain why, (Re: V-61,Q-58 To whom would turn at this 
nursing home for urgent advice on a personal matter?) FREQ, % 
no answer/uncertain 99 
(-) has no one to turn to/no choice 00 
(-) does not know people/dislikes strangers 01 
(-) trusts no one 02 
(-) prefers to make own decisions/needs no help03 
(-) finds no one friendly enough 04 
(o) prefers to turn to those outside home 05 
(+) person in charge here/who knows best 06 
(+) prefers to turn to trustworthy person 07 
(+) turns to direct care givers (nurses) 10 
(+) those who are friendly/close/reliable/likesll 
(+) turns to family member who works here 12 
(+) other positive 98 
V151 Q- 60 QCode- SNO TYPE- LENGTH- 1, ROW- 2 COL- 78 
• 158 
Who at this nursing home has ever turned to you for 
advice on a matter of concern? (Ext, to V-64,Q-61 FREQ. 
Explain why?) 
no one 0 
sister-in-charge 1 
nurse/s 2 
resident/s 3 
two or more of the above 4 
other 8 
no answer/uncertain 9 
211 100 
30 
5 
2 
8 
1 
67 
24 
27 
38 
3 
6 
14 
2 
1 
4 
1 
32 
11 
13 
18 
1 
3 
59 
1 
7 
32 
9 
3 
76 
1 
3 
15 
4 
1 
V152 Q- 61 QCode- SNO TYPE- LENGTH- 2. ROW- 2 COL-
Explain why, (Re: V-63,Q-60 Who at this nursing home 
has ever turned to you for advice on a matter of 
concern?) 
no answer/uncertain 99 
(-) no one has come 00 
(-) does not know others/unkown to others 01 
(-) disliked by others/distrusted by them 02 
(-) dislikes residents/helping 03 
(-) other negative 04 
(o) minds own business/no need 05 
(o) unable to help (anyn»Dre)/help refused 06 
(+) young nurses come for advice 07 
(+) residents come for help/support 10 
(+) always willing/wanting to help 11 
(+) liked by others/trusted/knowledgeable 12 
(+) other positive 98 
FREQ, 
79 80 
•159-160 
% 
82 
26 
4 
1 
8 
27 
19 
8 
22 
4 
3 
7 
39 
12 
2 
1 
4 
13 
9 
4 
10 
2 
1 
3 
V153 Q- 62 QCode- SNR TYPE- LENGTH- 2, ROW- 3 COL- 1 2 
QNR •161-162 
What do you think about the residents at this nursing 
home? FREQ, % 
no answer/uncertain 
(-) "poor",very bad, senile, feels sorry 
(-) rude, noisy, unfriendly 
(-) sicker/worst off than me 
(-) dislikes most/all of them 
(-) other negative (incl, feels sorry) 
(o) knows only a few/never thinks about it 
(o) 
(+) 
(+) 
(+) 
( + ) 
( + ) 
some alright- some are not 
good, nice, friendly, OK 
likes most/all of them 
helpful to me 
better off than me (healthier etc,) 
other positive 
Q- 63 TYPE-QCode- QWR 
SWC 
What changes would you like to see at this nursing 
home? yes no 
99 
00 
01 
02 
03 
04 
05 
06 
07 
10 
11 
12 
98 
LENGTH- 13, ROW- 3 
16 
20 
6 
4 
— 
15 
6 
44 
79 
18 
1 
— 
2 
COL- 3 
8 
9 
3 
2 
— 
7 
3 
21 
37 
8 
1 
— 
1 
to 15 
•163-175 
FREQ, % 
V154 
V155 
V156 
V157 
V158 
V159 
V160 
V161 
V162 
V163 
V164 
V165 
V166 
no answer/uncertain 
-) fewer changes-(staff, rooms e t c ) 
-) more/bigger toilets/showers 
-) nicer meals/more variety 
-) more staff/assistance (eg, for walks) 
-) more single rooms 
-) more organized activities/variety 
-) more freedom/facilities for privacy 
-) transport to outside places 
-) other negative 
o) nothing, cannot think of anything 
+) none, likes everything as is 
+) other positive 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
(163) 
(164) 
(165) 
(166) 
(167) 
(168) 
(169) 
(170) 
(171) 
(172) 
(173) 
(174) 
(175) 
12 
3 
8 
39 
5 
4 
2 
5 
2 
42 
50 
50 
3 • 
8 
1 
4 
19 
2 
2 
1 
2 
1 
20 
24 
24 
1 • 
V167 Q- 64 QCode- QPG TYPE- LENGTH- 1 ROW- 3 COL-
How satisfied had you been with your life when you 
were at your usual place of residence? 
very satisfied 
fairly satisfied 
not satisfied 
no answer/uncertain 
1 
2 
3 
9 
16 
• 176 
FREQ, % 
148 70 
56 27 
7 3 
211 100 
V168 Q- 65 QCode- QPG TYPE- LENGTH- 1. ROW- 3 COL-
How happy did you feel when you were at your usual 
place of residence? (Ext. V-69,Q-66 Explain why,) 
very happy 
fairly happy 
not happy 
no answer/uncertain 
1 
2 
3 
9 
17 
• 177 
FREQ. 
148 
54 
9 
70 
26 
4 
211 100 
Q- 66 QCode- QPG TYPE- LENGTH- 13. ROW- 3 COL-
Explain why. (Re; V-68,Q-65 How happy did you feel 
when you were at your usual place of residence?) FREQ. 
V169 
V170 
V171 
V172 
V173 
V174 
V175 
V176 
V177 
V178 
V179 
V180 
V181 
no 
(-) 
(-) 
(-) 
(+) 
(+) 
(+) 
(+) 
(+) 
(+) 
( + ) 
(+) 
(+) 
18 to 30 
•178-190 
% 
answer/uncertain 1 2 (178) 30 14 
felt lonely 1 2 (179) 6 3 
had no/little care/no one cared/ill 1 2 (180) 3 1 
other negative 1 2 (181) 15 7 
was with spouse/family 1 2 (182) 59 28 
was with friends/people whom liked/nice 1 2 (183) 11 5 
was in own home/had garden/pets/place 1 2 (184) 28 13 
had freedom/privacy/no restrictions 1 2 (185) 18 9 
had a good job 1 2 (186) 9 4 
had good health 1 2 (187) 3 1 
liked helping others/being useful 1 2 (188) 5 2 
had no problems/worries/had everything 1 2 (189) 16 8 
other positive 1 2 (190) 41^ 19^ 
V182 Q- 67 QCode- QLA TYPE- LENGTH- 1. ROW- 3 COL- 31 
• 191 
Did you ever have a wish to die, when you were at your 
usual place of residence? (Ext. V-71,Q-68 Explain why? FREQ. % 
yes 1 31 15 
no 2 180 85 
no answer/uncertain 9 
211 100 
21 
21 
5 
2 
4 
32 
1 
51 
8 
5 
5 
56 
10 
10 
2 
1 
2 
15 
1 
24 
4 
2 
2 
27 
V183 Q- 68 QCode- QPL TYPE- LENGTH- 2. ROW- 3 COL- 32 33 
QPG •192-193 
Why did you say so? (Re: V-70,Q-68 Did you ever have 
a wish to die when you were at your usual place of FREQ. % 
residence?) 
no answer/uncertain 99 
(-) only when ill/depressed/alone 00 
(-) when spouse died 01 
(-) life not good/kind /dislikes self 02 
(-) other negative 03 
(o) never thought about it/always busy 04 
(o) religion precludes such thoughts/sinful 05 
(+) happy with life/likes living/contented 06 
(+) wants to live long/to be with family 07 
(+) was happy with spouse/family/friends 10 
(+) has never been ill/health OK/healthy 11 
(+) other positive (incl. never did) 98 
V184 Q- 69 QCode- QPL TYPE- LENGTH- 1. ROW- 3 COL- 34 
QPG ^194 
How would you have described your attitude to life 
at the time when you were at your usual place of FREQ. 
residence? 
no answer/uncertain 9 
(-) depressed/sad/lonely 0 
(-) other negative 1 
(+) happy/laughing/enjoyable 2 
(+) easy going/alright/not bad/ordinary 3 
(+) friendly-lots of friends 4 
(+) home-loving/home-oriented 5 
(+) family-oriented/centred 6 
(+) fulfilled/satisfying/everything right 7 
(+) other positive 8 
211 100 
15 
5 
7 
69 
34 
2 
6 
1 
53 
19 
7 
2 
3 
33 
16 
1 
3 
1 
25 
9 
V185 Q- 70 QCode- SPN TYPE- LENGTH- 1. 
SPO 
How dependent were you on others when you were at 
your usual place of residence? 
ROW- 3 COL- 35 
• 195 
FREQ. 
very dependent 
fairly dependent 
not dependent 
no answer/uncertain 
1 
2 
3 
9 
12 
43 
154 
2 
6 
20 
73 
1 
211 100 
V186 Q- 71 QCode- SPN TYPE- LENGTH- 1. 
SPO 
How dependent were others on you when you were at 
your usual place of residence? 
ROW- 3 COL-
very dependent 
fairly dependent 
not dependent 
no answer/uncertain 
1 
2 
3 
9 
36 
• 196 
FREQ. 
15 
70 
122 
4 
7 
33 
58 
2 
211 100 
no 
Q- 72 QCode- QPG TYPE- LENGTH- 13. ROW- 3 
QPL 
What in life was important to you, when you were at 
your usual place of residence? yes 
no answer/uncertain 
nothing/other negative 
spouse/family/relatives 
friends/neighbours 
home/garden/pets/animals 
health-good 
job-own/spouse's 
visits/trips/sports/hobbies 
freedom/to go where wants/privacy 
church/religion 
happy/contented/no problems/satlsf. 
virtues-honesty,trust 
other positive(incl,helping others) 
COL- 37 to 49 
•197-209 
V187 
V188 
V189 
V190 
V191 
V192 
V193 
V194 
V195 
V196 
V197 
V198 
V199 
(-) 
( + ) 
(+) 
(+) 
(+) 
(+) 
(+) 
(+) 
(+) 
(+) 
( + ) 
( + ) 
FREQ, % 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
(197) 
(198) 
(199) 
(200) 
(201) 
(202) 
(203) 
(204) 
(205) 
(206) 
(207) 
(208) 
(209) 
9 
8 
83 
12 
48 
15 
21 
13 
8 
6 
10 
6 
38^ 
4 
4 
39 
6 
23 
7 
10 
© 
4 
3 
5 
3 
18^ 
V200 Q- 73 QCode- QNG TYPE- LENGTH- 1, ROW- 3 
How satisfied are you with your life as a whole at the 
the moment? (Exp. V-77,Q-74 Explain why?) 
very satisfied 
fairly satisfied 
not satisfied 
no answer/uncertain 
1 
2 
3 
9 
COL- 50 
•210 
FREQ, 
65 
09 
37 
31 
51 
18 
211 100 
Q- 74 QCode- QNG TYPE- LENGTH- 13, ROW- 3 
QNL 
Explain why, (Re: V-73,Q-70 How satisfied are you with 
your life as a whole at the moment?) yes no 
V201 no answer/uncertain 1 2 (211) 
V202 (-) has no one close/no family/friends 1 2 (212) 
V203 (-) prefers to be home/with family/spouse 1 2 (213) 
V204 (-) no freedom/independ,/to do what wants 1 2 (214) 
V205 (-) has health problems 1 2 (215) 
V206 (-) dislikes nursing home/staff/residents 1 2 (216) 
V207 (-) other negative 1 2 (217) 
V208 (+) has good care/well looked after 1 2 (218) 
V209 (+) feels healthy/good health 1 2 (219) 
V210 (+) has no complaints/problems 1 2 (220) 
V211 (+) has family/friends who care 1 2 (221) 
V212 (+) has all that needs/everyone nice 1 2 (222) 
V213 (+) other positive(incl.making best of it) 1 2 (223) 
COL- 51 to 63 
•211-223 
FREQ, 
26 
3 
11 
14 
21 
6 
21 
23 
4 
23 
4 
17 
43^ 
% 
12 
1 
5 
7 
10 
3 
10 
11 
2 
11 
2 
8 
20^ 
V214 Q- 75 QCode- QNG TYPE- LENGTH- 1, ROW- 3 COL- 64 
•224 
How happy do you usually feel these days? (Exp, V-79 
Q-76 Explain why,) FREQ. % 
very happy 
fairly happy 
not happy 
no answer/uncertain 
1 
2 
3 
9 
66 
117 
28 
31 
56 
13 
211 100 
Q- 76 QCode- QNG TYPE- LENGTH- 12. ROW- 3 COL- 65 to 76 
QNL •225-236 
Explain why. (Re: V-78,Q-75 How happy do you usually 
feel these days?) yes no FREQ. % 
V215 no answer/uncertain 1 2 (225) 43 20 
feels lonely/alone 
feels depressed 
prefers to be home/with family 
dislikes nursing home etc./no freedom 
lives day by day/no future 
other negative 
has family who loves/visits/here 
has friends/company 
likes nursing home/care given/people 
has no worries/problems 
other positive 
V227 Q- 77 QCode- QNL TYPE- LENGTH- 1. ROW- 3 COL- 77 
•237 
Do you have any wish to die? ( Exp. V-81,Q-78 Explain 
why. ) FREQ. % 
yes 1 
no 2 
no answer/uncertain 9 
211 100 
V216 
V217 
V218 
V219 
V220 
V221 
V222 
V223 
V224 
V225 
V226 
(-) 
(-) 
(-) 
(-) 
(-) 
(-) 
( + ) 
( + ) 
(+) 
( + ) 
( + ) 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
(226) 
(227) 
(228) 
(229) 
(230) 
(231) 
(232) 
(233) 
(234) 
(235) 
(236) 
7 
5 
14 
8 
4 
25 
13 
13 
25 
16 
53 • 
3 
2 
7 
4 
2 
12 
6 
6 
12 
8 
25 
50 
159 
2 
24 
75 
1 
V228 Q- 78 QCode- QNL TYPE- LENGTH- 1. ROW- 3 COL- 78 
QNG •238 
Explain why. (Re: V-80,Q-77 Do you have any wish to 
die?) FREQ. % 
no answer/uncertain 9 
(-) only when feels ill/health poorer/pain 0 
(-) feels depressed 1 
(-) other negative 2 
(o) does not think/worry/knows death comes 3 
(o) believes in God/religious/no thoughts 4 
(+) never had/no reason/no problems 5 
(+) wants to live long/likes living 6 
(+) wants to be with family/others 7 
(+) other positive (incl, feels independ,) 8 
211 100 
39 
12 
15 
18 
20 
3 
26 
43 
5 
30 
19 
6 
7 
9 
10 
1 
12 
20 
2 
14 
V229 Q- 79 QCode- QNL TYPE- LENGTH- 1, ROW- 3 COL- 79 
•239 
How would you describe your attitude to life at the 
moment? FREQ, % 
no answer/uncertain 9 
(-) fed up/not too good/not worthwhile 0 
(-) lonely 1 
(-) depressed 2 
(-) no future 3 
(-) other negative 4 
(o) alright/average/nothing special/day by day 5 
(+) fulfilled/good/satisfied/happy 6 
(+) friendly/full of people who care 7 
(+) other positive (incl, making best of it) 8 
19 
18 
1 
8 
5 
43 
90 
1 
26 
9 
8 
1 
4 
2 
20 
43 
1 
12 
211 100 
V230 Q- 80 QCode- QWL TYPE-
QWG 
How do you see your future? 
LENGTH- 2, ROW- 4 COL- 1 2 
•241-242 
FREQ. % 
no answer/uncertain 99 
(-) prefers to be home/with family 00 
(-) nothing much/no future left 01 
(-) frightening/worrisome/worse than now 02 
(-) other negative 03 
(o) does not think about it 04 
(o) same as now/no change 05 
(o) unknown/takes one day at a time 06 
(+) secure/care assured/at nursing home 07 
(+) promising/good/wonderful/better 10 
(+) wants to live as long as possible 11 
(+) other positive 98 
14 
8 
46 
4 
9 
20 
31 
29 
16 
13 
6 
15 
7 
4 
22 
2 
4 
9 
15 
14 
7 
6 
3 
7 
Q- 81 QCode- QNG TYPE- LENGTH- 12. ROW- 4 
SNC 
What changes have occurred in your life since your 
health has become poorer? yes no 
V231 
V232 
V233 
V234 
V235 
V236 
V237 
V238 
V239 
V240 
V241 
V242 
no 
(-) 
(-) 
(-) 
(-) 
(-) 
(-) 
(-) 
(-) 
(o) 
(+) 
(+) 
answer/uncertain 
cannot do as much 
less freedom/privacy/keeps to schedules 
must get used to new place/people/rules 
health has deteriorated/needs care 
loss of mobility/no walking/wheelchair 
misses close people(eg.family,friends) 
feels lonely 
other negative (incl. feels dependent) 
nothing (specific) has changed 
has better care/companionship 
other positive 
COL- 3 to 14 
•243-254 
FREQ. % 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
(243) 
(244) 
(245) 
(246) 
(247) 
(248) 
(249) 
(250) 
(251) 
(252) 
(253) 
(254) 
20 
24 
12 
21 
49 
52 
11 
— 
27 
25 
1 
10 • 
10 
11 
6 
10 
23 
25 
5 
— 
13 
12 
1 
5 
Q- 82 QCode- QNG TYPE- LENGTH- 13. ROW- 4 
SNC 
How has your life changed since you came into this 
V243 
V244 
V245 
V246 
V247 
V248 
V249 
V250 
V251 
V252 
V253 
V254 
V255 
nursing homel yes 
no answer/uncertain 
(-) cannot do as much 
less freedom/new schedule/people/rules 1 (-) 
(-) 
(-) 
(-) 
(-) 
(o) 
(+) 
( + ) 
(+) more companionship/less boring/lonely 
(+) 
(+) 
feels lonely 
health has become poorer 
misses family/friends/home etc, 
other negative (incl, feels dependent) 
nothing (specific) has changed 
receives care 
health has improved 
feels happier 
other positive 
V256 Q- 83 QCode- SNN TYPE- LENGTH- 1 
How dependent do you feel on others now? 
very dependent 
fairly dependent 
not dependent 
no answer/uncertain 
1 
2 
3 
9 
no 
COL- 15 to 27 
•255-267 
FREQ, % 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
, 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
(255) 
(256) 
(257) 
(258) 
(259) 
(260) 
(261) 
(262) 
(263) 
(264) 
(265) 
(266) 
(267) 
ROW- 4 
15 
29 
34 
6 
18 
13 
22 
45 
15 
7 
4 
10 
14 
COL-
• 
28 
7 
14 
16 
3 
9 
6 
10 
21 
7 
3 
2 
5 
7 • 
•268 
FREQ, 
43 
89 
78 
1 
20 
42 
37 
1 
211 100 
V257 Q- 84 QCode- SNN TYPE- LENGTH- 1, 
How dependent are others on you now? 
very dependent 
fairly dependent 
not dependent 
no answer/uncertain 
1 
2 
3 
9 
ROW- 4 COL- 29 
•269 
FREQ. % 
8 
29 
173 
1 
4 
13 
82 
1 
211 100 
Q- 85 QCode- QNG TYPE-
QNL 
What in life is important to you now? 
LENGTH- 13. ROW- 4 COL- 30 to 42 
•270-282 
yes no 
FREQ. % 
V258 
V259 
V260 
V261 
Y262 
V263 
V264 
V265 
V266 
V267 
V268 
V269 
V270 
no 
(0) 
( + ) 
( + ) 
( + ) 
( + ) 
( + ) 
( + ) 
( + ) 
( + ) 
( + ) 
( + ) 
( + ) 
answer/uncertain 1 2 (270) 16 8 
nothing 1 2 (271) 16 8 
spouse/family/relatives 1 2 (272) 59 28 
friends/companionship/someone to talk 1 2 (273) 12 6 
staying alive for as long as possible 1 2 (274) 11 5 
better health/mobility(walk)/feel well 1 2 (275) 49 23 
to be back home-in a familiar place 1 2 (276) 13 6 
good care/to be helped/looked after 1 2 (277) 21 10 
to have more freedom/privacy 1 2 (278) 2 1 
church/religion/faith in God 1 2 (279) 2 1 
to be happy/contented/peaceful 1 2 (280) 22 10 
virtues-honesty, sincerity,trust 1 2 (281) 3 1 
other positive(incl.hobbies/recreation) 1 2 (282) 35 • 17 
V271 Q- 86 QCode- QNG TYPE-
QNL 
Is life now boring or interesting? 
LENGTH- 1, ROW- 4 COL- 43 
•283 
FREQ. % 
(-) boring 
(+) interesting 
(o) in between/no answer/uncertain 
1 
2 
9 
72 
127 
12 
34 
60 
6 
211 100 
V272 Q- 87 QCode- QNG TYPE-
QNL 
Is life now enjoyable or miserable? 
LENGTH- 1, ROW- 4 COL- 44 
•284 
FREQ, 
(+) enjoyable 
(-) miserable 
(o) in between/no answer/uncertain 
1 
2 
9 
148 
41 
22 
70 
19 
11 
211 100 
V273 Q- 88 QCode- QNG TYPE-
QNL 
Is life now easy or hard? 
LENGTH- 1, ROW- 4 COL- 45 
•285 
FREQ. % 
(+) easy 
(-) hard 
(o) in between/no answer/uncertain 
1 
2 
9 
158 
45 
8 
75 
21 
4 
211 100 
V274 Q- 89 QCode- QNG TYPE-
QNL 
Is life now useless or worthwhile? 
LENGTH- 1, ROW- 4 COL- 46 
•286 
FREQ, 
(-) useless 
(+) worthwile 
(o) in between/no answer/uncertain 
1 
2 
9 
61 
145 
5 
29 
69 
2 
211 100 
V275 Q- 90 QCode- QNG TYPE-
QLN 
Is life now friendly or lonely? 
LENGTH- 1, ROW- 4 COL- 47 
•287 
FREQ, % 
(+) friendly 
(-) lonely 
(o) in between/no answer/uncertain 
1 
2 
9 
150 
55 
6 
71 
26 
3 
211 100 
V276 Q- 91 QCode- DNG TYPE-
QNL 
Is life now full or empty? 
LENGTH- 1, ROW- 4 COL- 48 
•288 
FREQ. 
(+) full 
(-) empty 
(o) in between/no answer/uncertain 
1 
2 
9 
35 
63 
13 
64 
30 
6 
211 100 
V277 Q- 92 QCode- QNG TYPE- LENGTH- 1, 
QNL 
Is life now discouraging or hopeful? 
(-) discouraging 1 
(+) hopeful 2 
(o) in between/no answer/uncertain 9 
ROW- 4 COL- 49 
•289 
FREQ. 
38 
166 
7 
18 
79 
3 
211 100 
V278 Q- 93 QCode- QNG TYPE-
QNL 
Is life now tied down or free? 
(-) tied down 
(+) free 
(o) in between/no answer/uncertain 
LENGTH- 1, 
1 
2 
9 
ROW- 4 COL- 50 
•290 
FREQ. % 
71 
137 
3 
34 
65 
1 
211 100 
V279 Q- 94 QCode- QNG TYPE- LENGTH- 1, 
QNL 
Is life now disappointing or rewarding? 
(-) disappointing 
(+) rewarding 
(o) in between/no answer/uncertain 
1 
2 
9 
ROW- 4 COL- 51 
•291 
FREQ. 
68 
120 
23 
32 
57 
11 
211 100 
V280 Q- 95 QCode- QNG TYPE- LENGTH- 1. 
QNL 
Does life bring out the best in you or does not 
give you much chance? 
ROW- 4 
(+) brings out the best in me 
(-) does not give me much chance 
(o) in between/no answer/uncertain 
1 
2 
9 
COL- 52 
•292 
FREQ, % 
121 
76 
14 
57 
36 
7 
211 100 
Q- 96 QCode- QNG TYPE- LENGTH- 10. ROW- 4 COL-
What kinds of things about your life make you feel 
V281 
V282 
V283 
V284 
V285 
V286 
V287 
V288 
V289 
V290 
no 
(o) 
( + ) 
( + ) 
( + ) 
( + ) 
( + ) 
( + ) 
( + ) 
( + ) 
happy and satisfied these days? 
answer/uncertain 
yes no 
nothing (specific) 
spouse/family/relatives (incl. in-laws) 
friends/companionship/someone to talk 
good health/mobility 
hobbies/recreation/entertainment/visits 
helping others 
good care/being looked after 
everything 
other positive 
53 to 62 
•293-302 
FREQ. % 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
(293) 
(294) 
(295) 
(296) 
(297) 
(298) 
(299) 
(300) 
(301) 
(302) 
19 
10 
45 
21 
16 
49 
4 
21 
4 
55 
• 
• row 
9 
5 
21 
10 
8 
23 
2 
10 
2 
26 
t 
N=121 
100% 
Q- 97 QCode- QNG TYPE- LENGTH- 7. ROW- 4 
What kind of things about your life these days make 
you feel frightened or worried? yes no 
V291 no answer/uncertain 
V292 (o) nothing (specific) 
V293 (-) death, dying 
V294 (-) health becoming poorer/falling over... 
V295 (-) staying at nursing home/not going home 
V296 (-) matters relating to family (eg.son) 
V297 (-) other negative 
COL- 63 to 69 
•303-309 
FREQ. % 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
(303) 
(304) 
(305) 
(306) 
(307) 
(308) 
(309) 
11 
105 
4 
39 
7 
18 
33 
* 
• row 
5 
50 
2 
19 
3 
9 
16 
* 
N=121 
100% 
V298 Q- 98 QCode- QNL TYPE-
QNG 
What do you think about yourself? 
LENGTH- 2. ROW- 4 COL- 70 71 
•310-311 
FREQ. % 
no answer/uncertain/never thinks about self 99 
(-) dependent 00 
(-) angry/impatient 01 
(-) unhappy, sad, depressed 02 
(-) not as well off as others 03 
(-) other negative 04 
(o) average/ordinary/OK/alright 05 
(+) independent 06 
(+) happy/good/satisfied 07 
(+) friendly/respectable/honest/mannered 10 
(+) better off than others 11 
(+) other positive 98 
58 
2 
2 
7 
1 
27 
21 
6 
32 
29 
1 
25 
27 
1 
1 
3 
1 
13 
10 
3 
15 
13 
1 
12 
V299 Q- 99 QCode- QNL TYPE-
SNR 
How would you describe yourself? 
LENGTH- 2. ROW- 4 COL- 72 73 
•312-313 
FREQ. % 
no answer/uncertain 99 
(-) dependent 00 
(-) angry/impatient 01 
(-) unhappy, sad, depressed, lonely 02 
(-) not as well off as others 03 
(-) other negative 04 
(o) average/ordinary/OK/alright 05 
(+) independent 06 
(+) happy/satisfied 07 
(+) friendly/respectable/honest/good etc. 10 
(+) better off than others 11 
(+) other positive 98 
31 
3 
5 
6 
13 
21 
3 
33 
81 
15 
1 
2 
3 
6 
10 
1 
16 
39 
15 
V300 Q- 100 QCode- SNT TYPE- LENGTH- 1. ROW- 4 COL- 74 
•314 
Why do you think that you can trust others? 
FREQ. 
no answer/uncertain 9 
(-) distrusts all/most people 0 
(-) distrusts unless knows very well 1 
(-) other negative 2 
(o) knows very few people 3 
(+) trusts all/most people 4 
(+) trusts only family and friends 5 
(+) trusts those who prove worthy/knows them 6 
(+) other positive 8 
55 
27 
3 
12 
65 
9 
29 
11 
26 
13 
1 
6 
31 
4 
14 
5 
211 100 
V301 Q- 101 QCode- SNT TYPE- LENGTH- 1. ROW- 4 COL- 75 
•315 
Why do you think others can trust you? 
FREQ. % 
no answer/uncertain 9 
(-) thinks no one trusts him/her 0 
(-) other negative 1 
(o) knows only a few people/unimportant 2 
(+) believes he/she is friendly/helpful/truthful 3 
(+) thinks others know he/she is trustworthy 4 
(+) other positive 8 
86 
1 
2 
4 
79 
32 
7 
41 
1 
1 
2 
37 
15 
3 
211 100 
V302 Q- 102 QCode- DNP TYPE- LENGTH- 1. ROW- 4 COL- 76 
SND ^316 
I prefer to have one close friend rather than many 
not so close ones.(Y.N.U.) FREQ. % 
yes 1 124 59 
no 2 68 32 
I don't know 3 19 9 
211 100 
V303 Q- 103 QCode- QNL 
DNP 
I like myself.(Y.N.U) 
TYPE- LENGTH- 1. ROW- 4 COL- 77 
•317 
FREQ. 
yes 
no 
I don't know 
1 
2 
3 
41 
30 
19 
14 
211 100 
V304 Q- 104 QCode- QNR TYPE- LENGTH- 1. 
DNP 
I can enjoy living almost anywhere.(Y.N,U,) 
ROW- 4 COL- 78 
•318 
FREQ. 
yes 
no 
don't know 
1 
2 
3 
164 78 
32 15 
15 7 
211 100 
V305 Q- 105 QCode- SNX TYPE- LENGTH- 1. 
DNP 
I have always made my own decisions.(Y.N.U.) 
ROW- 4 COL- 79 
•319 
FREQ. % 
yes 
no 
I don't know 
1 
2 
8 
172 
26 
13 
82 
12 
6 
311 100 
V306 Q- 106 QCode- SNO TYPE- LENGTH- 1, ROW- 4 COL- 80 
DNP ^320 
I prefer to keep to myself.(Y.N.U,) 
FREQ, % 
yes 1 123 59 
no 2 77 37 
I don't know 3 9 4 
211 100 
V307 Q- 107 QCode- SNX TYPE- LENGTH- 1, ROW- 5 COL- 1 
DNP ^321 
I would like someone to help me make decisions now, 
(Y.N.U,) FREQ, % 
yes 1 86 41 
no 2 115 54 
I don't know 3 10 5 
211 100 
V308 Q- 108 QCode- SNY TYPE- LENGTH- 1, ROW- 5 COL- 2 
DNP ^322 
I have always enjoyed being a leader among others. 
(Y.N.U.) FREQ. % 
yes 1 
no 2 
I don't know 3 
211 100 
90 
91 
30 
43 
43 
14 
V309 Q- 109 QCode- SNO TYPE- LENGTH- 1, 
DNP 
I feel alone even when with others. (Y.N.U.) 
ROW- 5 COL- 3 
•323 
FREQ, 
yes 
no 
I don't know 
1 
2 
3 
81 
109 
21 
38 
52 
10 
211 100 
V310 Q- 110 QCode- SNT TYPE-
DNP 
I trust most people.(Y.N,U,) 
LENGTH- 1, ROW- 5 COL- 4 
•324 
FREQ. 
yes 
no 
I don't know 
1 
2 
3 
165 
34 
12 
78 
16 
6 
211 180 
V311 Q- 111 QCode- SNO TYPE- LENGTH- 1. ROW- 5 COL- 5 
DNP ^325 
I see people as always trying to take advantage of me. 
(Y.N.U.) FREQ. % 
yes 
no 
I don't know 
1 
2 
3 
47 23 
UO 66 
24 11 
211 100 
V312 Q- 112 QCode- SNO TYPE-
DNP 
I often feel lonely.(Y.N.U.) 
LENGTH- 1. ROW- 5 COL- 6 
•326 
FREQ. % 
yes 
no 
I don't know 
1 
2 
3 
98 47 
106 50 
7 3 
211 100 
V313 Q- 113 QCode- SNY TYPE- LENGTH- 1, 
DNP 
I do everything not to be alone.(Y.N.U.) 
ROW- 5 COL- 7 
•327 
FREQ. 
yes 
no 
I don't know 
1 
2 
3 
70 
54 
26 
33 
54 
13 
211 100 
V314 Q- 114 QCode- QNM TYPE- LENGTH- 1. 
DNP 
Money is very important to me.(Y.N.U.) 
ROW- 5 COL- 8 
•328 
FREQ. 
yes 
no 
I don't know 
1 
2 
3 
83 
118 
10 
39 
56 
5 
211 100 
V315 Q- 115 QCode- SNO TYPE-
DNP 
I need recognition from others.(Y. 
yes 1 76 36 
no 2 106 50 
I don't know 3 29 14 
211 100 
LENGTH- 1. 
U. ) 
ROW- 5 COL- 9 
•329 
FREQ. % 
V316 Q- 116 QCode- SND TYPE- LENGTH- 1. ROW- 5 COL- 10 
DNP ^330 
I have always found making friends easy.(Y.N.U.) 
FREQ. % 
yes 1 169 80 
no 2 37 18 
I don't know 3 5 2 
211 100 
V317 Q- 117 QCode- QPH TYPE- LENGTH- 1. ROW- 5 COL- 11 
DPH ^331 
How would you have described your health when you were 
at your usual place of residence? FREQ. 
very good 1 
fairly good 2 
poor 3 
no good at all 4 
no answer/uncertain 9 
211 100 
96 
80 
26 
9 
46 
38 
12 
4 
V318 Q- 118 QCode- DPH TYPE- LENGTH- 1. ROW- 5 COL- 12 
Did you experience any disabilities or health problems 
when you were at your usual place of residence?(Y.N) 
(Exp. V-122,Q-119 Explain.) 
yes 1 
no 2 
no answer/uncertain 9 
•332 
FREQ. 
122 
89 
% 
58 
42 
211 100 
Q- 119 QCode- DPH TYPE- LENGTH- 13. ROW- 5 COL- 13 to 25 
•333-345 
Explain.(Re: V-121,Q-118 Did you experience any 
disabilities or health problems when you were at your 
usual place of residence?) yes no 
V319 none 1 2 (333) 
V320 pain/swellings (eg. joints/muscles) 1 2 (334) 
V321 constipation/digestive/renal problems 1 2 (335) 
V322 nervousness/anxiety/depression 1 2 (336) 
V323 eye/ear problems 1 2 (337) 
V324 sleeplessnes 1 2 (338) 
V325 arthritis 1 2 (339) 
V326 Parkinson's Disease 1 2 (340) 
V327 heart problems/circulation/heart attack 1 2 (341) 
V328 stroke 1 2 (342) 
V329 diabetes 1 2 (343) 
V330 pneumonia/respiratory problems/emphysema 1 2 (344) 
V331 other 1 2 (345) 
FREQ. 
82 
3 
13 
3 
7 
15 
1 
13 
14 
7 
16 
71 • 
% 
40 
1 
6 
1 
3 
7 
1 
6 
7 
3 
8 
34 • 
V332 Q- 120 QCode- DPH TYPE- LENGTH- 1. ROW- 5 COL- 26 
QNH ^346 
How often did you experience pain when you were at 
your usual place of residence? FREQ. % 
never 
always 
very often 
fairly often 
not often 
no answer/uncertain 
0 
1 
2 
3 
4 
9 
59 
7 
20 
42 
82 
1 
28 
3 
9 
20 
39 
1 
211 100 
V333 Q- 121 QCode- QPH TYPE- LENGTH- 1. 
DPH 
How often did you have a feeling of ill-health when 
you were at your usual place of residence? 
ROW- 5 COL-
never 
always 
very often 
fairly often 
not often 
no answer/uncertain 
0 
1 
2 
3 
4 
9 
27 
•347 
FREQ. 
51 
4 
16 
49 
90 
1 
24 
2 
7 
23 
43 
1 
211 100 
Q- 122 QCode- DNH TYPE- LENGTH- 13, 
Name your main health problems. yes 
V334 none 1 
V335 pain/swellings (eg.joints, muscles) 1 
V336 constipation/digestive/renal problems 1 
V337 nervousness/anxiety/depression 1 
V338 eye/ear problems 1 
V339 sleeplessness 1 
V340 arthritis 1 
V341 Parkinson's Disease 1 
V342 heart problems/circulation/heart attack 1 
V343 stroke (incl. aftermath) 1 
V344 diabetes 1 
V345 pneumonia/respiratory problems/emphysema 1 
V346 other 1 
ROW- 5 COL- 28 to 40 
•348-360 
no 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
(348) 
(349) 
(350) 
(351) 
(352) 
(353) 
(354) 
(355) 
(356) 
(357) 
(358) 
(359) 
(460) 
FREQ. 
18 
58 
38 
45 
22 
40 
68 
8 
60 
17 
13 
15 
65 • 
9 
28 
18 
21 
10 
19 
32 
4 
28 
8 
6 
7 
31 • 
V347 Q- 123 QCode- QNH TYPE-
DNH 
I need assistance with dressing.(Y.N.) 
yes 1 
no 2 
no answer/uncertain 9 
LENGTH- 1, ROW- 5 COL- 41 
•361 
FREQ. % 
61 
149 
1 
29 
70 
1 
211 100 
V348 Q- 124 QCode- QNH TYPE- LENGTH- 1, ROW- 5 COL- 42 
DNH ^362 
I need help with bathing.(Y.N.) 
FREQ. % 
yes 1 90 42 
no 2 120 57 
no answer/uncertain 9 1 1 
211 100 
V349 Q- 125 QCode- QNH TYPE- LENGTH- 1. ROW- 5 COL- 43 
DNH •363 
I move around with the aid of a walking stick,(Y,N.) 
FREQ, % 
yes 1 48 23 
no 2 163 77 
no answer/uncertain 9 
211 100 
V350 Q- 126 QCode- QNH TYPE- LENGTH- 1, ROW- 5 COL- 44 
DNH ^364 
I need a walking frame to get about,(Y,N,) 
FREQ, % 
yes 1 63 30 
no 2 148 70 
no answer/uncertain 9 
211 100 
V351 Q- 127 QCode- QNH TYPE-
DNH 
I am in a wheelchair.(Y.N,) 
LENGTH- 1, ROW- 5 COL- 45 
•365 
FREQ. % 
yes 
no 
no answer/uncertain 
1 
2 
9 
63 
148 
30 
70 
211 100 
V352 Q- 128 QCode- QNH 
DNH 
I am bedfast.(Y.N,) 
TYPE- LENGTH- 1, ROW- 5 COL- 46 
•366 
FREQ, % 
yes 
no 
no answer/uncertain 
1 
2 
9 
10 
201 
5 
95 
211 100 
V353 Q- 129 QCode- QNH TYPE-
DNH 
I get hot or cold spells.(Y,N,) 
LENGTH- 1, ROW- 5 COL- 47 
•367 
FREQ. % 
yes 
no 
no answer/uncertain 
1 
2 
9 
41 
170 
19 
81 
211 100 
V354 Q- 130 QCode- QNH TYPE-
DNH 
I need assistance with feeding.(Y. 
LENGTH- 1, ROW- 5 COL- 48 
•368 
FREQ. % 
yes 
no 
no answer/uncertain 
1 
2 
17 
194 
8 
92 
211 100 
V355 Q- 131 QCode- QNH TYPE- LENGTH- 1, 
DNH 
I can only walk short distances.(Y.N.) 
ROW- 5 COL- 49 
•369 
FREQ. % 
yes 
no 
no answer/uncertain 
1 
2 
9 
115 
94 
2 
54 
45 
1 
211 100 
V356 Q- 132 QCode- QNH 
DNH 
TYPE- LENGTH- 1, 
I lie down to rest more often during the day than 
ever before.(Y.N.) 
ROW- 5 COL- 50 
•370 
FREQ. % 
yes 
no 
no answer/uncertain 
1 
2 
9 
131 62 
79 37 
1 1 
211 100 
V357 Q- 133 QCode- DNH TYPE- LENGTH- 1, 
SNO 
I sit around half asleep quite often.(Y.N.) 
ROW- 5 COL- 51 
•371 
FREQ. % 
yes 
no 
no answer/uncertain 
1 
2 
9 
85 
126 
40 
60 
211 100 
V358 Q- 134 QCode- DNH TYPE-
QNH 
I am on a special diet.(Y.N.) 
LENGTH- 1, ROW- 5 COL- 52 
•372 
FREQ. % 
yes 
no 
no answer/uncertain 
1 
2 
9 
44 
167 
21 
79 
211 100 
V359 Q- 135 QCode- QNH TYPE- LENGTH- 1. ROW- 5 COL- 53 
SNO ^373 
I need someone's help to sit down, lie down or get up. 
(Y.N.) FREQ. % 
yes 
no 
no answer/uncertain 
1 
2 
9 
48 
163 
23 
77 
211 100 
V360 Q- 136 QCode- QNH TYPE-
DNH 
I can control my bowels.(Y.N.) 
LENGTH- 1, ROW- 5 COL- 54 
•374 
FREQ. % 
yes (+) 
no 
no answer/uncertain 
1 
t 
168 80 
43 20 
211 100 
V361 Q- 137 QCode- QNH TYPE-
DNH 
I often feel faint or dizzy,(Y,N,) 
yes 
no 
no answer/uncertain 
LENGTH- 1, 
i 
ROW- 5 COL- 55 
•375 
FREQ, % 
51 
160 
24 
76 
211 100 
V362 Q- 138 QCode- QNH TYPE- LENGTH- 1, 
DNH 
I have trouble with catching my breath.(Y.N.) 
ROW- 5 COL- 56 
•376 
FREQ. 
yes 
no 
no answer/uncertain 
50 
161 
24 
76 
211 100 
V363 Q- 139 QCode- DNH TYPE- LENGTH- 1, ROW- 5 COL- 57 
QNH ^377 
I have difficulty with reasoning and solving problems. 
(Y.N.) FREQ. % 
yes 1 35 16 
no 2 175 83 
no answer/uncertain 9 1 1 
211 100 
V364 Q- 140 QCode- QNH TYPE- LENGTH- 1. ROW- 5 COL- 58 
DNH ^378 
I get confused or disoriented,(Y,N,) 
FREQ, % 
yes 1 52 24 
no 2 158 75 
no answer/uncertain 9 1 1 
211 100 
V365 Q- 141 QCode- DNP TYPE- LENGTH- 1, ROW- 5 COL- 59 
SNO ^379 
I often get irritable or impatient.(Y,N,) 
FREQ. 
yes 1 
no 2 
no answer/uncertain 9 
66 
144 
1 
31 
68 
1 
211 100 
V366 Q- 142 QCode- DNP TYPE- LENGTH- 1. ROW- 5 COL- 60 
DNH ^380 
I laugh or cry suddenly for no reason. (Y.N. ) 
FREQ. % 
yes 1 39 18 
no 2 171 81 
no answer/uncertain 9 1 1 
211 100 
V367 Q- 143 QCode- QNH TYPE- LENGTH- 1. ROW- 5 COL- 61 
DNP •381 
Repeated unpleasant thoughts will not leave my mind. 
(Y.N.) FREQ. % 
yes 1 48 23 
no 2 161 76 
no answer/uncertain 9 2 1 
211 100 
V368 Q- 144 QCode- QNH TYPE- LENGTH- 1. ROW- 5 COL- 62 
DNH ^382 
I have trouble remembering things.(Y.N.) 
FREQ. % 
yes 1 90 43 
no 2 121 57 
no answer/uncertain 9 
211 100 
V369 Q- 145 QCode- SNO TYPE-
DNP 
I feel critical of others.(Y.N.) 
LENGTH- 1, ROW- 5 COL- 63 
•383 
FREQ. % 
yes 
no 
no answer/uncertain 
1 
2 
9 
51 24 
158 75 
2 1 
211 100 
V370 Q- 146 QCode- QNH TYPE- LENGTH- 1. ROW- 5 COL- 64 
DNH •384 
I often feel low in energy and slowed down.(Y.N.) 
FREQ, % 
yes 
no 
no answer/uncertain 
1 
2 
9 
125 59 
85 40 
1 1 
211 100 
V371 Q- 147 QCode- QNH TYPE-
DNH 
My hands tremble,(Y,N,) 
LENGTH- 1, ROW- 5 COL- 65 
•385 
FREQ, 
yes 
no 
no answer/uncertain 
1 
2 
9 
39 
172 
18 
82 
211 100 
V372 Q- 148 QCode- QNH TYPE-
DNH 
I have a poor appetite,(Y,N,) 
LENGTH- 1, ROW- 5 COL- 66 
•386 
FREQ, % 
yes 
no 
no answer/uncertain 
1 
2 
9 
61 
150 
211 
29 
71 
100 
V373 Q- 149 QCode- QNR TYPE-
QNG 
I am often hungry, (Y.N, ) 
LENGTH- 1. ROW- 5 COL- 67 
•387 
FREQ, 
yes 
no 
no answer/uncertain 
1 
2 
9 
59 
151 
1 
28 
71 
r
-t 
211 100 
V374 Q- 150 QCode- QNR TYPE- LENGTH- 1, 
SNO 
I feel shy or uneasy when with others.(Y.N.) 
ROW- 5 COL- 68 
•388 
FREQ. 
yes 
no 
no answer/uncertain 
1 
2 
9 
53 
156 
2 
25 
74 
1 
211 100 
V375 Q- 151 QCode- QNG TYPE- LENGTH- 1. ROW- 5 COL- 69 
DNP •389 
I sometimes feel trapped or scared for no reason. (Y.N 
FREQ. % 
yes 1 37 17 
no 2 173 82 
no answer/uncertain 9 1 1 
211 100 
V376 Q- 152 QCode- QNH TYPE- LENGTH- 1. ROW- 5 COL- 70 
DNP ^390 
I have temper outbursts that cannot be controlled. 
(Y.N.) FREQ. 
yes 1 
no 2 
no answer/uncertain 9 
211 100 
23 
187 
1 
11 
88 
1 
V377 Q- 153 QCode- QNG TYPE- LENGTH- 1. ROW- 5 COL- 71 
DNP ^391 
I blame myself for things in general.(Y.N.) 
FREQ. 
yes 1 
no 2 
no answer/uncertain 9 
50 
158 
3 
24 
75 
1 
211 100 
V378 Q- 154 QCode- QNG 
DNP 
I feel sad.(Y.N.) 
TYPE- LENGTH- 1, ROW- 5 COL- 72 
•392 
FREQ. 
yes 
no 
no answer/uncertain 
1 
2 
9 
91 
119 
1 
m 
56 
1 
211 100 
V379 Q- 155 QCode- QNG TYPE-
DNP 
I am often depressed.(Y.N.) 
LENGTH- 1, ROW- 5 COL- 73 
•393 
FREQ. % 
yes 
no 
no answer/uncertain 
82 
129 
39 
61 
211 100 
V380 Q- 156 QCode- QNG TYPE-
DNP 
I worry too much about things,(Y.N,) 
LENGTH- 1, ROW- 5 COL- 74 
•394 
FREQ, % 
yes 
no 
no answer/uncertain 
1 
2 
9 
86 
125 
41 
59 
211 100 
V381 Q- 157 QCode- QNG TYPE- LENGTH- 1. ROW- 5 COL- 75 
DNP ^395 
I feel no interest in things around me,(Y,N,) 
FREQ, % 
yes 1 54 26 
no 2 155 73 
no answer/uncertain 9 2 1 
211 100 
V382 Q- 158 QCode- QNR TYPE- LENGTH- 1, ROW- 5 COL- 76 
SNO ^396 
People can easily hurt me by things they say, (Y,N,) 
FREQ, 
yes I 
no 2 
no answer/uncertain i 
211 100 
87 
122 
2 
41 
58 
1 
V383 Q- 159 QCode- QNR TYPE- LENGTH- 1, ROW- 5 COL- 77 
SNO ^397 
I feel that people are unfriendly,(Y,N,) 
FREQ, % 
yes 1 52 24 
no 2 158 75 
no answer/uncertain 9 1 1 
211 100 
V384 Q- 160 QCode- QNL TYPE-
DNP 
I do things very slowly,(Y,N,) 
LENGTH- 1, ROW- 5 COL- 78 
•398 
FREQ, 
yes 
no 
no answer/uncertain 
1 
2'-
145 
66 
211 
69 
31 
100 
V385 Q- 161 QCode- QNR TYPE-
SNO 
I feel inferior to others,(Y,N,) 
LENGTH- 1, ROW- 5 COL- 79 
•399 
FREQ, 
yes 
no 
no answer/uncertain 
g 
27 
181 
3 
13 
86 
1 
211 100 
V386 Q- 162 QCode- SNO 
DNP 
TYPE- LENGTH- 1, 
I feel that others watch or talk about me,(Y.N,) 
ROW- 5 COL- 80 
•400 
FREQ. 
yes 
no 
no answer/uncertain 
1 
2 
44 
162 
5 
21 
77 
2 
211 100 
V387 Q- 163 QCode- QNG TYPE- LENGTH- 1. ROW- 6 COL- 1 
DNP ^401 
I often think about the past.(Y.N.) 
FREQ. % 
yes 1 181 86 
tm 2 30 14 
no answer/uncertain 9 
211 100 
V388 Q- 164 QCode- QNR TYPE- LENGTH- 1. ROW- 6 COL- 2 
SNO ^402 
I feel uneasy when people are watching me.(Y.N.) 
FREQ. % 
yes 1 49 23 
no 2 157 75 
no answer/uncertain 9 5 2 
211 100 
V389 Q- 165 QCode- DNP TYPE- LENGTH- 1. ROW- 6 COL- 3 
•403 
I have urges to break or smash things.(Y.N.) 
FREQ, % 
ye^ 1 10 5 
no 2 201 95 
no answer/uncertain 9 — 
211 100 
V390 Q- 166 QCode- QNR TYPE- LENGTH- 1. ROW- 6 COL- 4 
SNO ^404 
I feel that others do not respect me,(Y,N,) 
FREQ, % 
yes 1 35 16 
no 2 175 83 
no answer/uncertain 9 1 1 
211 100 
V391 Q- 167 QCode- SNO TYPE- LENGTH- 1, ROW- 6 COL- 5 
DNP ^405 
I get into frequent arguments,(Y,N.) 
FREQ, % 
yes i 14 6 
no i 196 93 
no answer/uncertain i 1 1 
211 100 
V392 Q- 168 QCode- QNG TYPE- LENGTH- 1, ROW- 6 COL- 6 
QNH ^406 
I feel that everything is an effort,(Y,N.) 
FREQ, % 
yes 1 88 42 
no 2 119 56 
no answer/uncertain 9 4 2 
211 100 
V393 Q- 169 QCode- QNR TYPE- LENGTH- 1, ROW- 6 COL- 7 
SNO ^407 
I isolate myself as much as I can from others,(Y,N.) 
FREQ, % 
yes 1 54 26 
no 2 153 72 
no answer/uncertain 9 4 2 
211 100 
V394 Q- 170 QCode- QNH TYPE- LENGTH- 1, ROW- 6 COL- 8 
DNH ^408 
I find it difficult to hear when people speak to me, 
(Y,N,) FREQ, % 
yes 1 88 42 
no 2 121 57 
no answer/uncertain 9 2 1 
211 100 
V395 Q- 171 QCode- QNH TYPE- LENGTH- 1, ROW- 6 COL- 9 
DNH ^409 
I cannot see well even with glasses on, (Y,N.) 
FREQ. % 
yes 1 88 41 
no 2 122 58 
no answer/uncertain 9 1 1 
211 100 
V396 Q- 172 QCode- QNH TYPE-
DNH 
I often get headaches.(Y,N,) 
LENGTH- 1, ROW- 6 COL- 10 
•410 
FREQ. 
yes 
no 
no answer/uncertain 
1 
2 
9 
38 
72 
1 
18 
81 
1 
213 100 
V397 Q- 173 QCode- QNH TYPE- LENGTH- 1, ROW- 6 
How would you descrlbe your health at the moment? 
(iixt. to V-177,Q-174 Explain.) 
COL- 11 
•411 
FREQ. 
very good 
fairly good 
poor 
not good at all 
no answer/uncertain 
1 
2 
3 
4 
9 
38 
40 
20 
13 
18 
66 
10 
6 
211 100 
V398 Q- 174 QCode- QNH TYPE- LENGTH- 1, ROW- 6 COL- 12 
•412 
Explain,(Re: V-176,Q-173 How would you describe your 
health at the moment?) FREQ, % 
mswer/uncertain 9 
experiences ill-health 0 
health becoming worse 1 
names specific health problems 2 
other negative 3 
no change/same as always 4 
no health problems/nothing wrong/good 5 
health has improved/is better 6 
other positive (incl, good for own age) 8 
19 
15 
2 
85 
6 
5 
31 
9 
39 
9 
7 
1 
40 
3 
2 
15 
4 
19 
211 100 
V399 Q- 175 QCode- QNH TYPE- LENGTH- 1, 
How often would you say that you are in pain nowl 
ROW- 6 COL- 13 
•413 
FREQ. % 
never 
always 
very often 
fairly often 
not often 
no answer/uncertain 
0 
1 
2 
3 
4 
9 
56 
17 
22 
40 
76 
27 
8 
10 
19 
36 
211 100 
Q- 176 QCode- DNH TYPE- LENGTH- 8. ROW- 6 COL-
In which parts of your body do you feel pain? 
(Re: V-178,Q-175 How often are you in pain now?) 
14 to 21 
•414-421 
FREQ. % 
V400 
V401 
V402 
V403 
V404 
V405 
V406 
V407 
no pain 
head 
chest 
abdomen 
spine 
arms/shoulders/ hands 
legs/hips/feet 
other 
1 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
(414) 
(415) 
(416) 
(417) 
(418) 
(419) 
(420) 
(421) 
67 
25 
20 
21 
26 
31 
86 
10 
• 
row 
32 
12 
10 
10 
12 
15 
41 
5 
• 
N=211 
100% 
V408 Q- 177 QCode- QNH TYPE- LENGTH- 1. ROW- 6 COL- 22 
•422 
How often do you experience the feeling of ill-health 
at the moment? FREQ. % 
never 
always 
very often 
fairly often 
not often 
no answer/uncertain 
0 
1 
2 
3 
4 
9 
64 
15 
18 
42 
71 
1 
30 
7 
8 
20 
34 
1 
211 100 
V409 Q- 178 QCode- QNH TYPE- LENGTH- 1, ROW- 6 COL- 23 
• 423 
Is there anything else about your health which causes 
you a lot of concern or worry? (Exp. V-182,Q-179 Y.N. 
Explain.) 
yes 1 
no 2 
no answer/uncertain 9 
FREQ. 
55 
151 
5 
26 
72 
2 
211 100 
V410 Q- 179 QCode- QNH 
DNH 
TYPE- LENGTH- 1 ROW- 6 
Explain.(Re; V-181, Q-178 Is there anything else about 
your health which causes you a lot of concern Y.N.) 
no answer/uncertain 
nothing else/not applicable 
names additional health problems 
9 
0 
1 
COL- 24 
• 424 
FREQ. 
6 
144 
61 
3 
68 
29 
211 100 
V411 Q- 180 QCode- DPS TYPE- LENGTH- 1, ROW- 6 
How much spare time did you have in a day, when you 
were at your usual place of residence? 
COL- 25 
• 425 
FREQ. 
no spare time 
under one hour 
two to three hours 
half a day 
most of day 
no answer/uncertain 
0 
1 
2 
3 
4 
9 
42 
26 
56 
36 
50 
1 
20 
12 
26 
17 
24 
1 
211 100 
Q- 181 QCode- DPS TYPE- LENGTH- 13. ROW- 6 COL- 26 to 38 
•426-438 
What did you do in your spare time, when you were at 
your usual place of residence? yes no 
V412 no answer/uncertain 1 2 (426) 
V413 nothing/no spare time 1 2 (427) 
V414 watched TV/listened to radio 1 2 (428) 
V415 handicrafts (eg, crochet, knitting etc) 1 2 (429) 
V416 social clubs/games (eg.cards,bingo,bowls) 1 2 (430) 
V417 church/religious activities 1 2 (431) 
V418 played sport (tennis, swimming, fishing etc) 1 2 (432) 
V419 home-oriented (cooking,gardening,repairs) 1 2 (433) 
V420 painting/reading/playing musical instrument 1 2 (434) 
V421 visits/shopping/shows/races/pub/dinners etc,1 2 (435) 
V422 talking/yarning 1 2 (436) 
V423 sitting around/sleeping/going for walks 1 2 (437) 
V424 other (incl, sewing) 1 2 (438) 
FREQ. 
8 
22 
39 
59 
19 
3 
17 
74 
46 
36 
14 
13 
23 • 
% 
4 
10 
19 
28 
9 
1 
8 
35 
22 
17 
7 
6 
11 
Q- 182 QCode- DPV TYPE- LENGTH- 13. ROW- 6 COL- 39 to 51 
•439-451 
% 
Name any sporting activities, hobbies or interests 
that you had when you were living at your usual place FREQ. 
of residence? yes no 
V425 no answer/uncertain 1 2 (439) 12 8 
V426 nothing/no spare time 1 2 (440) 43 20 
V427 watched TV/listened to radio 1 2 (441) 14 7 
V428 handicrafts (eg. crochet, knitting etc) 1 2 (442) 43 20 
V429 social clubs/games (eg.bingo,cards,bowls) 1 2 (443) 35 17 
V430 church/religious activities 1 2 (444) 6 3 
V431 played sport (eg. tennis,swimming,fishing) 1 2 (445) 55 26 
V432 home-oriented (cooking,gardening,repairs) 1 2 (446) 26 12 
V433 painting/reading/playing musical instrument 1 2 (447) 28 13 
V434 visits/shopping/shows/races/pub/dinner etc. 1 2 (448) 18 9 
V435 talking/yarning 1 2 (449) 2 1 
V436 sitting around/sleeping/going for walks 1 2 (450) 6 3 
V437 other 1 2 (451) 31 • 15 
V438 Q- 183 QCode- DPV TYPE- LENGTH- 1, ROW- 6 COL- 52 
How much time did you spend on sport, hobbies or 
interests when you were living at your usual place 
of residence? 
not applicable 0 
a lot 1 
a fair amount 2 
little 8 
no answer/uncertain 9 
•452 
FREQ. 
46 
35 
87 
41 
2 
22 
17 
41 
19 
1 
211 100 
V439 Q- 154 QCode- DPV TYPE- LENGTH- 1 ROW- 6 COL- 53 
How many hours per week did you spend on your sporting 
activities, hobbies or interest when you were living 
at your usual place of residence? 
not applicable 
under one hour 
two to three hours 
four to ten hours 
eleven to twenty hours 
21 hours and over 
no answer/uncertain 
0 
1 
2 
3 
4 
5 
9 
•453 
FREQ. 
46 
9 
39 
53 
39 
22 
3 
22 
4 
19 
25 
19 
10 
1 
211 100 
V440 Q- 185 QCode- DPV TYPE- LENGTH- 1. ROW- 6 COL- 54 
How many times per week (ie. in 7 days) did you spend 
on these activities, hobbies or interests when you 
were at your usual place of residence? 
not applicable 
every day 
once a week 
twice a week 
three times a week 
four to six times a week 
no answer/uncertain 
0 
1 
2 
3 
4 
5 
9 
•454 
FREQ. 
44 
45 
32 
29 
24 
32 
5 
21 
21 
15 
14 
12 
15 
2 
211 100 
Q- 186 QCode- SPO TYPE- LENGTH- 12. ROW- 6 
DPO 
With whom did you spend most of your spare time when 
you were at your usual place of residence? 
COL- 55 to 66 
•455-466 
FREQ. % 
V441 
V442 
V443 
V444 
V445 
V446 
V447 
V448 
V449 
V450 
V451 
V452 
no answer/uncert 
spouse 
child/ren 
grandchild/ren 
sibling/s 
other relatives 
friends 
neighbours 
club members 
church members 
other/s 
no one/alone 
ain 
(incl, in-laws) 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
(455) 
(456) 
(457) 
(458) 
(459) 
(460) 
(461) 
(462) 
(463) 
(464) 
(465) 
(466) 
6 
73 
57 
9 
21 
28 
54 
30 
7 
4 
13 
34 
• 
3 
35 
27 
4 
10 
13 
26 
14 
3 
2 
6 
16 
• 
V453 Q- 187 QCode- DNS TYPE- LENGTH- 1, 
How many hours of spare time do you have in a day 
at the moment? 
no spare time 
no more than 1 hour 
two to three hours 
half a day 
most of day 
no answer/uncertain 
ROW- 6 COL- 67 
• 467 
FREQ. 
0 
1 
2 
3 
4 
9 
4 
1 
7 
11 
186 
2 
2 
1 
3 
5 
88 
1 
211 100 
Q- 188 QCode- DNS TYPE- LENGTH- 9. ROW- 6 COL- 68 to 76 
•468-476 
What do you do in your spare time now? yes no 
V454 no answer/uncertain 
V455 nothing/unable to do anything 
V456 sits/sleeps/watches others (incl. rests) 
V457 handicrafts (eg.crochet,knitting etc.) 
V458 watches TV/listens to radio/tapes 
V459 talks with others 
V460 reads/paints 
V461 involved in organized/group activities 
V462 other(eg. bedmaking,gardening,letters) 
FREQ. % 
1 
1 
1 
1 
1 
1 
1 
1 
rH 
2 
2 
2 
2 
2 
2 
2 
2 
2 
(468) 
(469) 
(470) 
(471) 
(472) 
(473) 
(474) 
(475) 
(476) 
6 
9 
42 
42 
87 
33 
81 
43 
67 
• 
• row 
3 
4 
20 
20 
41 
16 
38 
20 
32 
• 
N=211 
100% 
Q- 189 QCode- DNV TYPE- LENGTH- 9. ROW- 6 
7 
Name the recreational activities, hobbies, or interest 
that you have in this nursing home? 
V463 no answer/uncertain 1 
V464 nothing/none offered/does not participate 1 
V465 handicrafts (incl. knitting, crochet etc.)l 
V466 bus trips 1 
V467 bingo/cards/hoy/indoor bowls/vigero 1 
V468 cooking/gardening 1 
V469 singalongs/concerts 1 
V470 reading/painting 1 
V471 other 1 
yes no 
COL- 77-80/1-
•477-485 
FREQ. % 
2 
2 
2 
2 
2 
2 
2 
2 
2 
(477) 
(478) 
(479) 
(480) 
(481) 
(482) 
(483) 
(484) 
(485) 
4 
50 
52 
29 
64 
11 
50 
28 
61 
• 
• row 
2 
24 
25 
14 
30 
5 
24 
13 
29 
• 
N=211 
100% 
V472 Q- 190 QCode- DNV TYPE- LENGTH- 1. ROW- 7 COL- 6 
• 486 
How much time do you usual spend on your recreational 
activities, hobbies/or interests in this nursing home? FREQ. 
Would you say: 
not at all 0 
a lot 1 
a fair amount 2 
little 3 
no answer/uncertain 9 
211 100 
53 
24 
79 
55 
25 
11 
38 
26 
V473 Q- 191 QCode- DNV TYPE- LENGTH- 1. ROW- 7 COL- 7 
•487 
How many hours per week do you spend on recreational 
activities, hobbies, or interests at this nursing FREQ. 
home? 
not at all 0 
under 1 hour 1 
two to three hours 2 
four to ten hours 3 
eleven to twenty hours 4 
21 hours and over 5 
no answer/uncertain 9 
211 100 
53 
17 
44 
42 
27 
25 
3 
25 
8 
21 
20 
13 
12 
1 
V474 Q- 192 QCode- DNV TYPE- LENGTH- 1. ROW- 7 COL- 8 
•488 
How many times per week do you spend on these 
activities, hobbies and interests at this nursing FREQ. 
home? 
not applicable 0 
every day 1 
once a week 2 
twice a week 3 
three times a week 4 
four to six times a week 5 
no answer/uncertain 9 
211 100 
57 
41 
38 
27 
18 
27 
3 
27 
19 
18 
13 
9 
13 
1 
Q- 193 QCode- DWS TYPE- LENGTH- 12, ROW- COL- 9 to 20 
•489-500 
V475 
V476 
V477 
V478 
V479 
V480 
V481 
V482 
V483 
V484 
V485 
V486 
If you had a choice how would you like to spend your 
spare time now? yes no 
no answer/uncertain 
nothing particularly/unable to do anything 
same as does now/no change/no preference 
gardening/cooking/household-type activities 
social games (eg, bingo/cards etc) 
go to clubs/pub 
play sport/fishing etc, 
be with animals/birds 
readi ng/palnt i ng 
with family/relatives 
visiting/going on trips/shopping/travel 
other (incl, hobbies) 
FREQ, % 
Q- 194 QCode- SNO TYPE- LENGTH- 7, 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
(489) 
(490) 
(491) 
(492) 
(493) 
(494) 
(495) 
(496) 
(497) 
(498) 
(499) 
(500) 
ROW- 7 
29 
4 
46 
19 
10 
3 
11 
3 
13 
10 
23 
74 
• 
COL- 21 
14 
2 
22 
9 
5 
1 
5 
1 
6 
5 
11 
35 
to 27 
•501-507 
With whom do you spend most of your time 
at the moment? 
Name these people and their relation to you. 
FREQ, 
V487 
V488 
V489 
V490 
V491 
V492 
V493 
no answer/uncertain 
no one/alone 
spouse/family/relative/s (incl,sibling) 
friend/s 
resident/s 
nurses/other staff 
other 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
(501) 
(502) 
(503) 
(504) 
(505) 
(506) 
(507) 
3 
60 
40 
18 
117 
16 
5 
* 
• row 
1 
28 
19 
9 
56 
8 
2 
• 
N=211 
100% 
V494 Q- 195 QCode- SNO TYPE- LENGTH- 2, ROW- 7 
QNG 
Why do you do so? 
(Re: V-197, Q-194 With whom do you spend most of your 
spare time at the moment?) 
no answer/uncertain 
COL- 28 29 
•508-509 
(-) residents too ill, "strange" (senile) 
(-) has no one else/little or no choice 
(-) other negative 
(o) shares room with them 
(o) prefers to be alone 
(+) enjoys/likes their company/to talk 
shares interests/does things together 
finds them caring/friendly to him/her 
trusts them 
close to them (eg,family, friends) 
make him/her happy/life worth-living 
other positive 
( + ) 
(+) 
(+) 
( + ) 
( + ) 
(+) 
99 
00 
01 
02 
03 
04 
05 
06 
07 
10 
11 
12 
98 
FREQ, 
46 
33 
% 
22 
16 
3 
8 
64 
18 
7 
23 
1 
8 
1 
4 
30 
8 
3 
11 
1 
4 
Q- 196 QCode- SWO TYPE- LENGTH- 8, ROW- 7 
If you had a choice, with whom would you like to spend 
most of your spare time? yes no 
COL- 30 to 37 
•510-517 
FREQ, % 
V495 
V496 
V497 
V498 
V499 
V500 
V501 
V502 
no answer/uncertain 
no one/alone 
spouse/family/relatives(eg, grandchild. 
friend/s 
resident/s 
nurses/other staff 
same person/s as now 
other 
1 
1 
) 1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
(510) 
(511) 
(512) 
(513) 
(514) 
(515) 
(516) 
(517) 
32 
1 
1 
18 
9 
1 
43 
15 
• 
row 
15 
1 
1 
9 
4 
1 
20 
7 
• 
N=211 
100% 
V503 Q- 197 QCode- SNR TYPE- LENGTH- 1, ROW- 7 COL- 38 
•518 
Do you visit any of the residents here in their own 
rooms? (Exp, V-201,Q-198 Explain why?) 
yes 
no 
no answer/uncertain 
1 
2 
9 
FREQ. % 
70 
40 
1 
33 
66 
1 
211 100 
V504 Q- 198 QCode- SNR TYPE- LENGTH- 2, ROW- 7 
QNR 
Explain why. (Re: V-200,Q-197 Do you visit any of the 
residents here in their own rooms?) 
no answer/uncertain 
(-) dislikes all/most residents 
(-) believes no one interested/not invited 
(-) other negative 
(o) not interested/no need/keeps to oneself 
(o) knows very few people 
(o) not permitted to visit 
(o) disabled, so cannot 
(+) others visit, so no need/too busy 
(+) likes to visit/enjoys company/to talk 
(+) visits those to whom close (eg.family) 
(+) feels liked by others/has been invited 
(+) other positive 
99 
00 
01 
02 
03 
04 
05 
06 
07 
10 
11 
12 
98 
COL- 39 40 
•519-520 
FREQ. 
21 
% 
36 
3 
5 
6 
44 
8 
12 
27 
4 
40 
5 
17 
1 
2 
3 
21 
4 
6 
13 
2 
19 
2 
10 
V505 Q- 199 QCode- SNR 
yes 
no 
TYPE- LENGTH- 1, ROW- 7 COL- 41 
Would you say that you are more friendly with some 
residents than you are with others? (Exp. V-203,Q-200 
Explain why?) 
1 
2 
no answer/uncertain 9 
•521 
FREQ, 
160 
47 
4 
76 
22 
2 
211 100 
V506 Q- 200 QCode- SNR 
QNR 
TYPE- LENGTH- 2, ROW- 7 COL- 42 43 
Explain why, (Re;V-202,Q-199 Would you say that you 
are more friendly with some residents than you are 
with others?) 
no answer/uncertain 99 
(-) dislikes most/all residents/senile 00 
(-) prefers to be alone, not to mix with 01 
(-) other negative 02 
(o) knows only a few people 03 
(o) likes some/ all neither good nor bad 04 
(+) likes all/most of them/friendly/nice 05 
(+) likes those not confused/sick/to talk 06 
(+) interacts with those friendly to him/her 07 
(+) likes those with whom has interests 10 
(+) feels close to/knows better room-mates 11 
(+) other positive 98 
•522-523 
FREQ, 
37 
4 
10 
9 
6 
26 
19 
24 
23 
22 
17 
14 
18 
2 
5 
4 
3 
12 
9 
11 
11 
10 
8 
7 
Q- 201 QCode- DNA TYPE- LENGTH- 12, ROW- 7 
V507 
V508 
V509 
V510 
V511 
V512 
V513 
V514 
V515 
V516 
V517 
V518 
V519 
What are the main activities offered to you at this 
nursing home' yes 
no answer/uncertain 
none/not applicable 
not interested to know/does not participatel 
service activities, eg, folding serviettes 
gardening/cooking 
occ therapy to music/physiotherapy 
dancing/singalongs/concerts/entertainment 
craftwork (inc. crochet,knitting) 
hoy/bingo/indoor bowls/cards/other games 
bus trips/BBQ/picnics/shopping 
church service/fellowship 
watching TV/listening to radio 
other 
no 
COL- 44 to 56 
•524-536 
FREQ. % 
1 
1 
1
r-t 
1 
r-t 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
(524) 
(525) 
(526) 
(527) 
(528) 
(529) 
(530) 
(531) 
(532) 
(533) 
(534) 
(535) 
(536) 
13 
23 
27 
4 
11 
29 
88 
66 
113 
64 
11 
17 
37 • 
6 
11 
13 
2 
5 
14 
42 
31 
54 
30 
5 
8 
18 
V520 Q- 202 QCode- DNA TYPE- LENGTH- 1. ROW- 7 COL- 57 
•537 
How often are the activities offered to you at this 
nursing home? FREQ. % 
not applicable 
every day 
once a week 
twice a week 
three times a week 
four to five times a week 
once per fortnight or less 
no answer/uncertain 
0 
1 
2 
3 
4 
5 
6 
9 
30 
55 
51 
18 
12 
29 
2 
14 
14 
26 
24 
9 
5 
14 
1 
7 
211 100 
V521 Q- 203 QCode- QNV TYPE- LENGTH- 1, ROW- 7 
How satisfied are you with activities offered to you 
at this nursing home? (Ext. V-207,Q-204 Explain why?) 
COL- 58 
•538 
FREQ. 
not applicable 
very satisfied 
fairly satisfied 
not satisfied 
no answer/uncertain 
0 
1 
2 
3 
9 
40 
81 
72 
14 
4 
19 
38 
34 
7 
2 
211 100 
V522 Q- 204 QCode- QNV TYPE- LENGTH- 1, ROW- 7 
Explain why. (Re: V-206,Q-203 How satisfied are you 
with activities offered at this nursing home?) 
COL- 59 
•539 
FREQ. % 
no answer/uncertain 
not applicable-none offered/unable to participate-disabled 
(-) dislikes most/all activites 
(-) wants more activities/variety/other type 
(-) other negative 
(o) not interested/prefers to be alone 
(+) alright/not much expected/something to do/anti-boredom 
(+) finds them interesting/good/enjoys/satisfied 
(+) likes the company of others/to share 
(+) other positive 
9 
0 
1 
2 
3 
4 
5 
6 
7 
8 
49 
22 
5 
13 
11 
24 
27 
52 
2 
6 
23 
10 
2 
6 
5 
12 
13 
25 
1 
3 
211 100 
V523 Q- 205 QCode- QWV TYPE- LENGTH- 1. ROW- 7 COL- 60 
•540 
Which of the following would suit you best at this 
nursing home? FREQ, % 
not to have organised activities 
to have many organised activities 
to have a few activities 
to have more varied activities 
to have more time for self 
to remain as is 
no answer/uncertain 
0 
1 
2 
3 
4 
5 
9 
14 
47 
34 
30 
21 
47 
18 
7 
22 
16 
14 
10 
22 
9 
211 100 
V524 Q- 206 QCode- DNS TYPE- LENGTH- 1. ROW- 7 COL- 61 
•541 
How often do you listen to the radio or watch TV here? 
FREQ. % 
never 
every day 
a few times per week 
from time to time 
rarely 
no answer/uncertain 
0 
1 
2 
3 
4 
9 
15 
146 
26 
15 
8 
1 
7 
69 
12 
7 
4 
1 
211 100 
V525 Q- 207 QCode- DPG TYPE- LENGTH- 1, ROW- 7 
How religious were you when you were at your usual 
place of residence? 
COL- 62 
•542 
FREQ. 
very religious 
fairly religious 
not religious 
no answer/uncertain 
1 
2 
3 
9 
47 
100 
63 
1 
22 
47 
30 
1 
211 100 
V526 Q- 208 QCode- DPV TYPE- LENGTH- 1, ROW-
Did you belong to any clubs or organizations when you 
were at your usual place of residence? 
(Exp. V-212,Q-209 Name these please.) 
1 
2 
yes 
no 
no answer/uncertain 9 
COL- 63 
•543 
FREQ. 
93 
118 
% 
44 
56 
211 100 
Q- 209 QCode- DPV TYPE- LENGTH- 10. ROW- 7 COL- 64 to 73 
•544-553 
Name these. (Re: V-211,Q-208 Did you belong to 
clubs or organizations when you were at your u 
place of residence?) yes 
V527 no answer/uncertain 1 
V528 not applicable 1 
V529 church/religious group 1 
V530 voluntary group (eg. Red Cross) 1 
V531 sporting club 1 
V532 senior citizens/friendship club 1 
V533 bowls club 1 
V534 card/hobbies group (inc. chess, bridge) 1 
V535 social club (eg. CWA, RSL) 1 
V536 other (incl. union) 1 
any 
sual 
no 
2 (544) 
(545) 
(546) 
(547) 
(548) 
(549) 
(550) 
(551) 
(552) 
(553) 
2 
2 
2 
2 
2 
2 
2 
2 
2 
FREQ. 
8 
108 
36 
4 
9 
16 
19 
4 
20 
17 
* 
4 
48 
17 
2 
4 
8 
9 
2 
10 
8 
* 
row N=211 
100% 
V537 Q- 210 QCode- DPV TYPE- LENGTH- 1. ROW- 7 
How active were you in these clubs or organizations 
when you were at your usual place of residence? 
not applicable 
very active 
fairly active 
not active 
no answer/uncertain 
0 
1 
2 
3 
9 
COL- 74 
•554 
FREQ. 
117 
39 
45 
7 
3 
56 
19 
21 
3 
1 
211 100 
V538 Q- 211 QCode- DPG TYPE- LENGTH- 2. 
What was your usual occupation before you became 
a pensioner? (Female: after marriage) 
ROW- 7 COL- 75 76 
•555-556 
FREQ. % 
no answer/uncertain 
professional 
managerial 
teaching/nursing 
clerical/administrative/sales 
technical/trade/craft/skilied manual 
shop proprietor/other self-employed 
grazier/farmer 
transport/service/semi-skilled 
unski1led/labourer/domestic/process 
home duties 
other 
99 
00 
01 
02 
03 
04 
05 
06 
07 
10 
11 
98 
5 
2 
1 
4 
14 
35 
5 
6 
21 
35 
82 
1 
2 
1 
1 
2 
7 
16 
2 
3 
10 
16 
39 
1 
V539 Q- 212 QCode- DNG TYPE- LENGTH- 1. 
What was the highest education level that you had 
achieved? 
no formal education 0 
primary (incl. incomplete) 1 
junior/ intermediate (pre-matriculation) 2 
matriculation/ college (eg.technical etc.) 3 
university (incl. incomplete) 4 
other 8 
no answer/uncertain 9 
ROW- 7 COL- 77 
•557 
FREQ, 
3 
151 
40 
10 
1 
1 
72 
19 
4 
1 
211 100 
V540 Q- 213 QCode- DPG TYPE- LENGTH- 2, 
What was your spouse's usual occupation? 
ROW- 7 COL- 78 79 
•558-559 
no answer/uncertain 
not applicable 
professional 
managerial 
teaching/nursing 
clerical/administrative/sales 
technical/trade/craft/skilied manual 
shop proprietor/other self-employed 
grazier/farmer 
transport/service/semi-skilled 
unskilied/labourer/domestic/process 
home duties 
other 
99 
00 
01 
02 
03 
04 
05 
06 
07 
10 
11 
12 
98 
FREQ. % 
3 
31 
8 
rH
 
9 
13 
43 
9 
26 
20 
24 
24 
1 
15 
4 
1 
4 
6 
21 
4 
12 
10 
11 
11 
V541 Q- 214 QCode- DPG TYPE- LENGTH- 2. 
What was your father's occupation? 
no answer/uncertain 
professional 
managerial 
teachi ng/nursi ng 
clerical/administrative/sales 
technical/trade/craft/skilied manual 
shop proprietor/other self-employed 
grazier/farmer 
transport/service/semi-skilled 
unskilied/labourer/domestic/process 
home duties 
other (eg, missionary) 
99 
00 
01 
02 
03 
04 
05 
06 
07 
10 
11 
98 
ROW- 5 COL- 1 2 
•561-562 
FREQ, % 
11 
5 
4 
12 
57 
13 
59 
23 
24 
5 
2 
2 
6 
27 
6 
28 
11 
12 
V542 Q- 215 QCode- DPG TYPE- LENGTH- 2, 
What was your mother's usual occupation? 
no answer/uncertain 
professional 
managerial 
teaching/nursing 
clerical/administrative/sales 
technical/trade/craft/skilied manual 
shop proprietor/other self-employed 
grazier/farmer 
transport/service/semi-ski lied 
unskilled/labourer/domestic/process 
home duties 
other (eg, missionary) 
99 
00 
01 
02 
03 
04 
05 
06 
07 
10 
11 
98 
ROW- 8 COL- 3 4 
•563-564 
FREQ. % 
16 7 
10 
2 
7 
1 
1 
2 
19 
151 
2 
5 
1 
3 
1 
1 
1 
9 
71 
1 
V543 Q- 216 QCode- DPG TYPE- LENGTH- 1, 
In what country was your father born? 
no answer/uncertain 9 
Australia 0 
U.K 1 
Ireland 2 
New Zealand 3 
Other English-Speaking 4 
Southern Europe (Italy,Greece,Yugoslavia) 5 
Eastern Europe (Poland,Hungary,USSR) 6 
Western Europe (Germany,Sweden,France) 7 
Other Non-English Speaking 8 
ROW- 8 COL- 5 
•565 
FREQ. 
7 
102 
72 
9 
3 
1 
3 
14 
3 
49 
34 
4 
1 
1 
1 
7 
211 100 
V544 Q- 217 QCode- DPG TYPE- LENGTH- 1, 
In what country was your mother born? 
no answer/uncertain 9 
Australia 0 
U.K 1 
Ireland 2 
New Zealand 3 
Other English-Speaking 4 
Southern Europe (Italy,Greece,Yugoslavia) 5 
Eastern Europe (Poland,Hungary,USSR) 6 
Western Europe (Germany, Sweden,France) 7 
Other Non-English Speaking 8 
ROW- 8 COL- 6 
•566 
FREQ. 
6 
114 
67 
5 
2 
2 
1 
4 
8 
2 
3 
54 
31 
2 
1 
1 
1 
2 
4 
1 
211 100 
V545 Q- 218 QCode- DNG TYPE-
How many children did you have? 
none 
one 
two 
three 
four 
five 
six 
seven 
eight 
nine or more 
LENGTH- 1, 
0 
1 
2 
3 
4 
5 
6 
7 
8 
9 
ROW- 8 COL- 7 
•567 
FREQ. 
56 
20 
41 
35 
20 
17 
10 
3 
4 
5 
26 
10 
19 
17 
10 
8 
5 
1 
2 
2 
211 100 
V546 Q- 219 QCode- DPG TYPE- LENGTH- 1, ROW- 8 COL- 8 
DNM ^568 
How would you have described your financial position 
in the past? FREQ, % 
very well off 
fairly well off 
not well off 
no answer/uncertain 
1 
2 
3 
9 
13 
128 
68 
2 
6 
61 
32 
1 
211 100 
V547 Q- 220 QCode- DPG TYPE- LENGTH- 1, 
DPM 
What was your main source of income when you were at 
your usual place of residence? 
ROW- 8 COL-
salary/wage 
business earnings 
investment/bank interest 
rentals 
pension 
other 
no answer/uncertain 
1 
2 
3 
4 
5 
6 
9 
9 
•569 
FREQ. 
07 
34 
5 
1 
61 
1 
2 
51 
15 
2 
1 
29 
1 
1 
211 100 
V548 Q- 221 QCode- DPG TYPE-
In what year were you born? 
60-69 years (1917-1926) 
70-79 years (1907-1916) 
80+ years (1886-1906) 
no answer/uncertain 
LENGTH- 1, 
1 
2 
3 
9 
ROW- 8 COL- 10 
•570 
FREQ. 
30 
61 
112 
8 
14 
29 
53 
4 
211 100 
V549 Q- 222 QCode- DNG TYPE-
What is your marital status? 
never married 
narried 
divorced/separated 
widowed 
no answer/uncertain 
LENGTH- 1, ROW- 8 COL- 11 
•571 
FREQ. 
1 
2 
3 
4 
9 
30 
34 
14 
133 
14 
16 
7 
63 
211 100 
V550 Q- 223 QCode- DNG TYPE-
What is your religion? 
no religion 
Roman Catholic 
Church of England 
Uniting Church (incl. Methodist) 
Lutheran 
Presbyterian (excl. Uniting Church) 
Baptist 
non-Christian 
other Christian 
no answer/uncertain 
LENGTH- 1, 
0 
1 
2 
3 
4 
5 
6 
7 
8 
9 
ROW- 8 COL- 12 
•572 
FREQ. 
13 
46 
71 
32 
4 
16 
7 
1 
21 
6 
22 
34 
15 
2 
7 
3 
1 
10 
211 100 
V551 Q- 224 QCode- DNG TYPE- LENGTH- 1. 
How religious are you at the moment? 
ROW- 8 COL- 13 
•573 
FREQ. 
very religious 
fairly religious 
not religious 
no answer/uncertain 
1 
2 
3 
9 
36 
99 
76 
17 
47 
36 
211 100 
V552 Q- 225 QCode- SNO TYPE-
DNG 
How often do you see your church minister 
not applicable 
every day 
once or twice per week 
once per fortnight 
once per month 
once every two months or less 
no visits at all 
no answer/uncertain 
LENGTH- 1, 
? 
0 
1 
2 
3 
4 
5 
6 
9 
ROW- 8 COL- 14 
•574 
FREQ, % 
14 7 
57 27 
35 17 
20 9 
18 8 
65 31 
2 1 
211 100 
V553 Q- 226 QCode- QNO TYPE- LENGTH- 1, 
SNO 
How happy are you with the number of times you see 
your church minister? (Exp, V-230,Q-227 Explain why?) 
ROW- 8 COL- 15 
•575 
FREQ, 
not applicable 
very happy 
fairly happy 
not happy 
no answer/uncertain 
0 
1 
2 
3 
9 
40 
81 
77 
13 
19 
38 
37 
6 
211 100 
V554 Q- 227 QCode- QNO TYPE- LENGTH- 2, ROW- 8 
SNO 
Explain why? (Re; V-229,Q-226 How happy are you with 
the number of times you see your church minister?) 
no answer/uncertain 99 
not applicable 00 
(-) would prefer more visits 01 
(-) critical of the minister 02 
(-) would prefer minister of own religion 03 
(-) other negative 04 
(o) no special reason/indifferent 05 
(+) important to see minister/is religious 06 
(+) cannot go to church/so wants a visit 07 
(+) likes minister (personality)/ to talk 10 
(+) other positive 98 
COL- 16 17 
•576-577 
FREQ, % 
37 
25 
13 
5 
1 
7 
54 
8 
r
-t 
27 
33 
18 
12 
6 
2 
1 
3 
25 
4 
1 
13 
15 
211 100 
V555 Q- 228 QCode- DNV TYPE- LENGTH- 1, ROW- 8 COL-
yes 
no 
Do you belong to any club or organization? 
(Y,N, Exp, V232,Q229 Name them. V-233,Q-230 How active 
are you in them?) 
1 
2 
no answer/uncertain 
18 
•578 
FREQ, 
29 
181 
1 
13 
86 
1 
211 100 
Q- 229 QCode- DNV TYPE- LENGTH- 10, ROW- 8 
Name the clubs or organizations to which you bel 
(Re: V-231,Q-228 Do you belong to any? 
Exp: V-233,Q-230 How active are you in these?) 
V556 no answer/uncertain 
V557 not applicable 
V558 church/religious group 
V559 voluntary group (eg. Red Cross) 
V560 sporting club 
V561 senior citizens/pension,/friendship club 
V562 bowls club 
V563 card/hobbies group (inc chess, bridge) 
V564 social club (eg, CWA, RSL) 
V565 other 
ong. 
COL- 19 to 28 
•579-588 
FREQ, % 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
(579) 
(580) 
(581) 
(582) 
(583) 
(584) 
(585) 
(586) 
(587) 
(588) 
2 
180 
9 
1 
— 
4 
8 
2 
7 
3 
• row 
1 
85 
4 
1 
— 
2 
4 
1 
3 
1 
• 
N=211 
100% 
V566 Q- 230 QCode- DNV TYPE- LENGTH- 1. ROW- 8 COL- 29 
How active are you in the clubs or organizations? 
(Re: V-231,Q-228 Do you belong to any? 
Re: V-232,Q-229 Name these,) 
not applicable 0 
very active 1 
fairly active 2 
not active 3 
no answer/uncertain 9 
•589 
FREQ. 
182 
5 
14 
10 
86 
2 
7 
5 
211 100 
V567 Q- 231 QCode- DNG TYPE- LENGTH- 1, 
How many children do you have at the moment? 
ROW- 8 COL- 30 
•590 
FREQ, 
none 
one 
two 
three 
four 
five 
six 
seven 
eight 
nine or more 
0 
1 
2 
3 
4 
5 
6 
7 
8 
9 
59 
30 
44 
33 
18 
16 
4 
3 
2 
2 
28 
14 
21 
15 
9 
8 
2 
1 
rH 
1 
211 100 
V568 Q- 232 QCode- SNF TYPE- LENGTH- 1, 
DNF 
How many of your family members still live in 
the city/town where the nursing home is located' 
ROW- 8 COL- 31 
•591 
FREQ, 
none 
1-2 
3-6 
7-12 
13-20 
21 + 
no answer/uncertain 
0 
1 
2 
3 
4 
5 
9 
44 
52 
46 
37 
13 
12 
7 
21 
25 
22 
17 
6 
6 
3 
211 100 
V569 Q- 233 QCode- SND TYPE- LENGTH- 1. 
DND 
How many of your close friends still live in 
the city/town where the nursing home is located? 
ROW- 8 COL- 32 
•592 
FREQ, % 
none 
1-2 
3-6 
7-12 
13-20 
21 + 
no answer/uncertain 
0 
1 
2 
3 
4 
5 
79 
39 
43 
10 
9 
8 
23 
37 
19 
20 
5 
4 
4 
11 
211 100 
V570 Q- 234 QCode- DNG TYPE- LENGTH- 1, 
DNM 
How would you describe your financial position at the 
moment? 
ROW- 8 COL- 33 
•593 
FREQ, 
very well off 
fairly well off 
not well off 
no answer/uncertain 
1 
2 
3 
9 
6 
19 
81 
5 
3 
57 
38 
2 
211 100 
V571 Q- 235 QCode- DNG TYPE- LENGTH- 1, 
DNM 
What is your main source of income? 
pension 1 
business earnings 2 
investment/bank interest 3 
rentals 4 
other 8 
no answer/uncertain 9 
ROW- 8 COL- 34 
•594 
FREQ, 
192 
4 
;# 
" § • 
4 
91 
2 
3 
2 
2 
211 100 
V572 Q- 236 QCode- DNG TYPE- LENGTH- 1, 
In what country were you born? 
no answer/uncertain 9 
Australia 0 
U,K, 1 
Ireland 2 
New Zealand 3 
Other English-Speaking 4 
Southern Europe (Italy,Greece,Yugoslavia) 5 
Eastern Europe (Poland,Hungary, USSR) 6 
Western Europe (Germany,Sweden, France) 7 
Other Non-English-Speaking i 
ROW- 8 COL- 35 
•595 
FREQ, 
175 
28 
2 
1 
2 
1 
2 
83 
12 
1 
1 
1 
1 
1 
211 100 
V573 Q- 237 QCode- DNG TYPE-
Sex of the resident, (M,F,) 
male 
female 
LENGTH- 1, 
1 
2 
ROW- 8 COL- 36 
•596 
FREQ, 
74 
137 
% 
35 
65 
211 100 
V574 Q- 238 QCode- DNE TYPE- LENGTH- 1, ROW- 8 COL- 37 
•597 
How would you describe your knowledge of English? 
(Only for residents from non-English speaking FREQ. % 
backgrounds) 
none 0 
good 1 5 2 
fair 2 
poor 3 
not applicable 9 206 98 
211 100 
V575 Q- 239 QCode- DNE TYPE- LENGTH- 1, ROW- 8 COL- 38 
•598 
Do any of the staff members or residents here speak to 
you in your own language? (Only for residents from FREQ, 
non-English speaking backgrounds,) 
yes 1 
no 2 
not applicable 9 
211 100 
1 
4 
206 
1 
2 
97 
V576 Q- 240 QCode- SNO TYPE- LENGTH- 2, ROW- 8 COL- 39 40 
QNO ^599-600 
Explain why, (Re: V-51,Q-48 To whom would you turn for 
help if you had a problem right now?) FREQ, % 
no answer/uncertain 99 
(-) does not trust anyone 00 
(-) does not have any choice/anyone else 01 
(-) does not know anyone 02 
(-) other negative 03 
(o) prefers to make own decisions 04 
(+) likes to talk things over with others 05 
(+) likes to rely on someone else 06 
(+) likes to rely on someone whom trusts 07 
(+) prefers family to non-family member/s 10 
(+) prefers someone who knows best/all 11 
(+) prefers someone who understands/cares 12 
(+) other positive 98 
24 
1 
8 
1 
1 
10 
1 
2 
10 
36 
29 
66 
22 
11 
1 
4 
1 
1 
4 
1 
1 
4 
17 
14 
31 
10 
V577 Q- 211 QCode- TYPE- LENGTH- 2, ROW- 8 
Female occupation before marriage, (What was your 
usual occupation before you became a pensioner?) 
no answer/uncertain 
not applicable- male respondent 
professional 
managerial 
teaching/nursing 
clerical/administrative/sales 
technical/trade/craft/skilied manual 
shop proprietor/other self-employed 
grazier/farmer 
transport/service/semi-skilled 
unskilled/labourer/domestic/process 
home duties 
other 
99 
00 
01 
02 
03 
04 
05 
06 
07 
10 
11 
12 
98 
COL- 41 42 
•601-602 
FREQ, % 
4, 
74 
r
-t 
2 
13 
16 
16 
5 
7 
45 
28 
2 
35 
1 
1 
6 
8 
8 
2 
3 
21 
13 
V578 Q- QCode- TYPE- LENGTH- 1, 
CIassiflegation of nursing home size. 
small (under 100 beds) 
medium (from 100 to 300 beds) 
large (over 300 beds) 
1 
2 
3 
ROV- 8 COL- 43 
•603 
FREQ, 
211 
% 
18 
124 
69 
8 
59 
33 
100 
V579 Q- QCode- TYPE- LENGTH- 1, 
Classification of nursing home type 
(ie, level of newness), 
new (established in 1980's) 
modern (establishe din 1970's) 
renovated (during 1980's/est. 1960's) 
old (established in 1950's/I960's) 
1 
2 
3 
4 
ROW- 8 COL- 44 
•604 
FREQ, % 
59 
77 
28 
47 
28 
37 
13 
22 
211 100 
V580 Q- QCode- TYPE-
Nursing home location. 
metropolitan area 
country area 
LENGTH- 1, ROW- 8 COL- 45 
•605 
FREQ, 
1 
2 
115 
96 
211 
% 
54 
46 
100 
V581 Q- QCode- TYPE-
Nursing home resident composition 
(ie, level of alertness), 
10% and under alert 
11% to 20% alert 
21% and over alert 
LENGTH- 1, ROW- 8 COL- 46 
•606 
FREQ, 
1 
2 
3 
76 
107 
28 
36 
51 
13 
211 100 
References 
Adams, R. G. (1985-86) "Emotional closeness and physical 
distance between friends: implications for elderly 
women living in age-segregated and age-integrated 
settings" International Journal of Aging and Human 
Development, 22, 1, 55-76. 
Aitkenhead, W. (1984) "Dependency in old age: a cross cultural 
study" in Australian Association of Gerontology, Care 
of the Elderly: Proceedings of the 19th Annual Conference. 
Sydney. 
Anderson, N. N. (1965) "Interaction and self-conception in the 
aging" in Rose, A. and Peterson, W. (eds). Older People 
and their Social World. Philadelphia: F. A. Davis. 
Andrews, F. M. (1974) "Social indicators of perceived life 
quality" Social Indicators Research, 1, 279-299. 
Andrews, F. M. and Withey, S. B. (1976) Social Indicators of 
We11-Being: Americans' Perception of Life Quality, New 
York: Plenum Publishing Corp. 
Antonucci, T. C. and Akiyama, H. (1987) "Social networks in 
adult life and a preliminary examination of the convoy 
model" Journal of Gerontolocrv. 42, 519-527. 
448 
Atchley, R. C. (1972) The Social Forces in Later Life. 
Belmont, California: Wadsworth 
Atkinson, T. (1982) "The stability of quality of life 
measures" Social Indicators Research. 10, 113-132. 
Australian Bureau of Statistics- Queensland Office (1985) 
Health and Welfare Establishments. Catalogue 4302.3. 
Australian Council on the Ageing (ACOTA) and Australian 
Department of Community Services (1985) Older People 
at Home. Canberra: Australian Government Publishing 
Service. 
Barnes, J. A. (1972) "Social networks" Module (Addison-Wesley 
Publication), 26, 55-73, 
Barnlund, D. C. and Harland, C. (1963) "Propinquity and 
prestige as determinants of communication networks" 
Sociometrv. 26, 467-479. 
Beckman, L. J. (1981) "Effects of social interaction and 
children's relative input on older women's 
psychological well-being" Journal of Personality and 
Social Psychologv. 41, 1075-1086. 
449 
Beckman, L. J. and Houser, B. B. (1982) "The consequences of 
childlessness on the social-psychological well-being of 
older women" Journal of Gerontolocry. 37, 2, 243-250. 
Bengtson, V. L. and Dowd, J. J. (1980-81) "Sociological 
functionalism, exchange theory and life cycle". 
International Journal of Aging and Human Development. 
12, 1, 55-73. 
Bennett, K. C. and Ahammer, I. M. (1977) "Towards a social 
deficit model of ageing" Australian Journal of Social 
Issues. 12, 1, 3-8. 
Berg, S. et al. (1981) "Loneliness in the Swedish aged" 
Journal of Gerontolocry. 36, 3, 342-349. 
Bharadway, L. K. and Wilkening, E. A. (1980) "Life domain 
satisfaction and personal social integration" Social 
Indicators Research. 4, 337-351. 
Blau, P. M. (1964) Exchange and Power in Social Life. New 
York: John Wiley and Sons Inc. 
Blau, P. M. (1964a) "Justice in social exchange" Sociological 
Inquiry. 24, (Spring), 193-206. 
Blau, Z. S. (1956) "Changes in status and age identification" 
Americal Sociological Review, 21, 198-203. 
450 
Blazer, D. and Palmore, E. (1976) "Religion and aging in a 
longitudinal panel" The Gerontologist. 16, 1, 82-85. 
Borges, M. A. and Dutton, L. J. (1976) "Attitudes towards 
aging" The Gerontologist. 16, 3, 220-224. 
Bourestom, N. and Pastalan, L. (1981) "The effects of 
relocation on the elderly" The Gerontologist. 21, 1, 
4-7. 
Bradburn, N. M. (1969) The Structure of Psychological Well-
Beinq. Chicago: Aldine. 
Bradburn, N. M. and Caplovitz, D. (1965) Reports on Happiness: 
a. pilot study of behavior related to mental healthy 
Chicago: Aldine. 
Bubolz, M. M. et al. (1980) "A human ecological approach to 
quality of life: conceptual framework of rules and a 
preliminary study" Social Indicators Research, 7, 103-
136. 
Bull, C. N. and Aucoin, J. B. (1975) "Voluntary association 
participation and life satisfaction: A replication 
note" Journal of Gerontology, 30, 1, 73-76. 
Burns, T. R. (1973) "A structural theory of social exchange" 
Acta Sociologica. 16, 188-208. 
451 
Caiman, K. C. (1984) "Quality of life in cancer patients- an 
hypothesis" Journal of Medical Ethics., 10, 124-127. 
Cameron, P., Stewart, L. and Biber, H. (1973) "Consciousness 
of death across the life span" Journal of Gerontology. 
28, 1, 92-95. 
Campbell, A. (1981) The Sense of Weil-Being in America: Recent 
Patters and Trends, New York: McGraw 
Campbell, A. (1976) "Subjective measures of well-being" 
American Psychologist^ (February), 117-124. 
Campbell, A. (1975) "The American way of mating" Psychology 
Today. 8 (May), 37-43. 
Campbell, A., Converse, P. and Rodgers, W. (1976) The Quality 
of American Life. New York: Russell Sage Foundation. 
Cantor, M. (1979) "Neighbors and friends: an overlooked 
resource in the informal support system" Research on 
Aging. 1, 434-463. 
Cantril, H. (1965) The Pattern of Human Concerns, New 
Brunswick: Rutgers University Press. 
452 
Capps, R. and O'Conner, J. R. (1978) Fundamentals of Effective 
Speech Comm;inication. Cambridge, Massachusetts: Winthrop 
Publishers Inc. 
Carp, F. M. (1974) "Short-term and long-term prediction of 
adjustment to a new environment" Journal of 
Gerontolocrv. 29, 4, 444-453. 
Carp, F. M. (1968) "Some components of disengagement" Journal 
of Gerontology. 23, 382-386. 
Carp, F. M. , Carp, A. and Millsap, R. (1982) "Equity and 
satisfaction among the elderly" International Journal 
of Aging and Human Development. 15, 2, 151-166. 
Chamberlain, K. (1985) "Value dimensions, cultural 
differences, and prediction of perceived quality of 
life" Social Indicators Research, 17, 345-401. 
Chavannes, A. (1901) Studies in Sociology. 2nd edition, 
Knoxville: New Thought Library. 
Cicirelli, V. G. (1985) "The role of siblings as family 
caregivers" in Sauer, W. J. and Coward, R. T. (eds) 
Social Support Networks and the Care of the Elderly: 
Theory. Research and Practice, New York: Springer 
Publishing Company. 
453 
Clemente, F. and Sauer, W. (1976) "Life s a t i s f a c t i o n in the 
United S t a t e s " Social Forces. 54, 621-631. 
Cockerham, W. C. e t a l . (1983) "Aging and perceived hea l th 
s t a t u s " Journal of Gerontolocry. 38, 349-355. 
Commonwealth/State Working Party on Nursing Home Standards 
(1987) Living in a. Nursing Home: Outcome s tandards for 
A u s t r a l i a n n u r s i n g homes . C a n b e r r a : A u s t r a l i a n 
Government Piiblishing Service . 
Conner, K. A., Powers, E. A. and Bultena, G. L. (1979) "Social 
i n t e r a c t i o n and l i f e s a t i s f a c t i o n : an e m p i r i c a l 
a s s e s s m e n t of l a t e - l i f e p a t t e r n s " J o u r n a l of 
Gerontolocry. 34, 1, 116-121. 
Cook, K. S. (1982) "Network s t r u c t u r e s from an exchange 
perspec t ive" in Marsden P. V. and Lin, N. (eds) Social 
S t ruc tu re and Network A n a l y s i s ^ Bever ly H i l l s : Sage 
Pub l i ca t ions , Inc . 
Coser , L. A. (1956) The F u n c t i o n s of S o c i a l C o n f l i c t , New 
York: Free P res s . 
Covey, H. C. (1981) "A r e c o n c e p t u a l i z a t i o n of c o n t i n u i t y 
theory: some pre l iminary thoughts" The Geron to log i s t . 
21, 6, 628-633. 
454 
Creecy, R. F., Berg, W. E. and Wright, Jr, R. (1985) 
"Loneliness among the elderly: A causal approach" 
Journal of Gerontolocry. 40, 4, 487-493. 
Gumming, E. and Henry, W. E. (1961) Growing Old: The Process 
of Disengagement. New York: Basic Books. 
Curry, T. J. and Bascom, W. R. (1973) "The effects of nursing 
home size on resident isolation and life satisfaction" 
The Gerontologist. Autumn, part 1, 295-298. 
Dahlstrom, E. (1966) "Exchange, influence and power" Acta 
Sociologica. 9, 237-284. 
Denham, M. J. (1983) "Assessment of quality of life" in 
Denham, M. J. (ed) Care of the Long-Stay Patient. 
London: Croom Helm. 
Department of Community Services and Health (1988a) 
Commonwealth/State Working Party on Nursing Home 
Standards: Final Report (March). 
Department of Community Services and Health (1988b) 
Nursing Homes for the Aged- A Statistical Overview 
(30 June). 
455 
Department of Community Services and Health (1986) 
Nursing Homes and Hostels Review, Canberra: Australian 
Government Publishing Service. 
Department of Community Services and Health/Ronalds, C. et al. 
(1988/89) I'm Still an Individual: A blueprint for the 
rights of residents in nursing homes and hostels 
(An Issues Paper). 
Depner, C. E. and Ingersoll-Dayton, B. (1985) "Conjugal social 
support patterns in later life" Journal of 
Gerontology. 40, 6, 761-766. 
Derogatis, L. R. (1977) SCL-90: Administration. Scoring and 
Procedures Manual for the Revised Version, Baltimore: 
Clinical Psychometric Research. 
Diener, E. (1984) "Subjective well-being" Psychological 
Bulletin. 95, 3, 542-575. 
Doobov, A. and McCusker, S. (1986) "Length of stay in nursing 
homes" Research on Ageing and Aged Care in Australia. 
Supplement to Community Health Studies X, 3. 
Dooghe, G. and Vanderleyden, L. (1979) "Loneliness of old 
widows and married women" in Dooghe, G. and 
Vanderleyden, L. (eds) Family Life in Old Age, 
The Hague: Martinus Nijhoff Publishers. 
456 
Dooghe, G. , Vanderleyden, L. and Van Loon, F. (1980) "Social 
adjustment of the elderly residing in institutional 
homes: a multivariate analysis" International Journal 
of Aging and Human Development. 11, 2, 163-176. 
Dowd, J. J. (1980) "Exchange rates and old people" Journal of 
Gerontology. 35, 596-602. 
Dowd, J. J. (1975) "Aging as exchange: a preface to theory" 
Journal of Gerontolocry. 30, 584-594. 
Durkheim, E. 1933 [1897] The Division of Labor in Society. 
New York: Free Press. 
Earle, L. (1988) "Recreation patterns among older Australian 
adults" Australian Journal on Ageing. 7, 3. 
Edwards, J. N. and Klemmack, D. L. (1973) "Correlates of life 
satisfaction: A reexamination" Journal of Gerontolocry^ 
28, 497-502. 
Ekeh, P. P. (1974) Social Exchange Theory. Cambridge: Harvard 
University Press. 
Emerson, R. M. (1976) "Social exchange theory" in Inkeles, A. 
(ed) Annual Review of Sociology, vol. 2, Palo Alto: 
Annual Reviews. 
457 
Emerson, R. M. (1972) "Exchange theory, parts 1 and 2" in 
Berger, J., Zelditch, M. and Anderson, B. (eds) 
Sociological Theories in Progress. vol. II, Boston: 
Houghton-Mi f f in. 
Emerson, R. M. (1962) "Power dependence relations" American 
Sociological Review. 27, 1, 31-44. 
Evans, L. (1981) "Drug treatment of dementia" in Australian 
Association of Gerontology, Psycho-Geriatrics: 
Proceedings of the 17th Annual Conference. Brisbane. 
Ferraro, K. F. (1980) "Self-ratings of health among the old 
and old-old" Journal of Health and Social Behavior., 21, 
377-383. 
Fillenbaum, G. G. (1979) "Social contexts and self-assessments 
of health among the elderly" Journal of Health and 
Social Behavior, 20, 45-51. 
Firestone, I. J., Lichtman, C. M. and Evans, J. R. (1980) 
"Privacy and solidarity: effects of nursing home 
accommodation on environmental perception and social 
preferences" International Journal of Aging and Human 
Development. 11, 3, 229-241. 
458 
Fischer, C. S. et al. (1977) Networks and Places. New York: 
The Free Press. 
Flanagan, J. (1978) "A research approach to improving our 
quality of life" American Psychologist. 33, 138-147. 
Foa, U. and Foa, E. (1980) "Resource theory: interpersonal 
behavior as exchange" in Gergen, K. J. , Greenberg, M. 
S., and Willis, R. H. (eds) Social Exchange; Advances 
in Theory and Research. New York: Plenum Press. 
Foa, U. and Foa, E. (1974) Societal Structures of the Mind, 
Springfield, Illinois: Charles Thomas. 
Ford, B. (1979) The Elderly Australian. Melbourne: Penguin 
Books. 
Friedsam, H. J. and Martin, H. W. (1963) "A comparison of self 
and physicians' health ratings in an older population" 
Journal of Health and Human Behavior, 4, 179-183. 
Furnham, A. and Pendleton, D. (1983) "The assessment of social 
skills deficits in the elderly" International Journal 
of Aging and Human Development, 17, 1, 29-38. 
Gallo, F. (1983) "The effects of social support networks on 
the health of the elderly" Social Work in Health Care. 
8,2, 65-74. 
459 
Gehram, F. (1978) "'Valid' empirical measurements of quality 
of life" Social Indicators Research. 5, 73-105. 
George, L. K. (1981) "Subjective well-being: conceptual and 
methodological issues" in Eisdorfer, C. (ed) Annual Review 
of Gerontolocry and Geriatrics. 2, New York: Springer 
Publishing Company. 
George, L. K. (1979) "The happiness syndrome: methodological 
and substantive issues in the study of social-
psychological well-being in adulthood" The Gerontologist, 
19, 210-216. 
George, L. K. and Bearon, L. B. (1980) Quality of Life in 
Older Persons, New York: Human Services Press. 
George, L. K. and Landerman, R. (1984) "Health and subjective 
well-being: a replicated secondary data analysis" 
International Journal of Aging and Human Development, 
19, 2, 133-156. 
Gilson, B. S. et al. (1975) "The Sickness Impact Profile: 
development of an outcome measure of health care" 
American Journal of Public Health. 65, 12, 1304-1312. 
460 
Glenn, N. "The contribution of marriage to the psychological 
well-being of males and females" Journal of Marriage 
and Family. 37, 594-600. 
Gottesman, L. E. (1974) "Nursing home performance as related 
to resident traits, ownership, size and source of 
payment" American Journal of Public Health, 64, 269-
276. 
Gouldner, A. W. (1960) "The norms of reciprocity" American 
Sociological Review, 25, 161-178. 
Graney, M. J. (1975) "Happiness and social participation in 
aging" Journal of Gerontolocry. 30,6, 701-706. 
Graney, M. J. and Zimmerman, R. M. (1980) "Health self-
report correlates among older people in national random 
sample data" Mid-American Review of Sociology./ 5, 
47-59. 
Granovetter, M. (1982) "The strength of weak ties: a network 
theory revisited" in Marsden, P. V. and Lin, N. (eds) 
Social Structure and Network Analysis . Beverly Hills: 
Sage Publications, Inc. 
Granovetter, M. S. (1973) "The strength of weak ties" 
American Journal of Sociology. 78, 6, 1360-1380. 
461 
Graycar, A. (1986) "Nursing home care- policy issues" in 
Australian Association of Gerontology, Ageing Over 
Time: Proceedings of the 21st Annual Conference. 
Adelaide. 
Graycar, A. and Glover, J. (1987) "Dependency in nursing 
homes" Journal on Ageing., 6, 3 (August), 25-30. 
Green, V. L. and Monahan, D. J. (1982) "The impact of 
visitation on patient well-being in nursing homes" 
The Gerontologist. 22, 4, 418-423. 
Gubrium, J. F. (1975) "Being single in old age" International 
Journal of Aging and Human Development, 6, 29-41. 
Gurin, G. Veroff, J. and Feld, S. (1960) Americans View Their 
Mental Health, New York: Basic Books. 
Haas, D. F. and Deseran, F. A. (1981) "Trust and symbolic 
exchange" Social Psychology Quarterly. 44, 1, 3-13. 
Hanson, S. M. and Sauer, W. J. (1985) "Children and their 
elderly parents" in Sauer, W. J. and Coward, R. T. 
(eds) Social Support Networks and the Care of the 
Elderly: Theory^ Research and Practice., New York: 
Springer Publishing Company. 
462 
Harvey, C. D. and Bahr, H. (1974) "Widowhood, morale and 
affiliation" Journal of Marriage and the Family. 36, 
97-106. 
Havighurst, R., Neugarten, B. and Tobin, S. (1968) 
"Disengagement and patterns of aging" in Neugarten, B. 
(ed) Middle Age and Aging. Chicago: University of 
Chicago Press. 
Headey, B. (1981) "The quality of life in Australia" 
Social Indicators Research. 9, 155-181. 
Headey, B. , Holmstrom, E. , and Wearing, A. J. (1984) "Well-
being and ill-being: Different dimensions?" Social 
Indicators Research. 14, 115-139. 
Headey, B. and Wearing, A. J. (1981) Australians' Priorities, 
Satisfactions and Weil-Being: a. monograph in public policy 
studies. no. 4., University of Melbourne/Department of 
Community Welfare Studies. 
Headey, B. et al. (1985) "Modelling change in perceived 
quality of life (PQOL)" Social Indicators Research, 17, 
267-298. 
463 
Heyman, D. and Jeffers, F. (1965) "Observations on the extent 
of concern and planning by the aged for possible 
chronic illness" Journal of the American Geriatric 
Society. 13, 2, 152-159. 
Homans, G. C. (1961) Social Behavior: Its Elementary Forms., 
New York: Harcourt, Brace and World, Inc. 
Homans, G. C. (1958) "Social behavior as exchange" 
The American Journal of Sociology. 63, 6 (May) , 
597-606. 
Horley, J. (1984) "Life satisfaction, happiness, and morale: 
two problems with the use of subjective well-being 
indicators" The Gerontologist. 24, 2, 124-127. 
Hunsberger, B. (1985) "Religion, age, life satisfaction, and 
perceived sources of religiousness: A study of older 
persons" Journal of Gerontology. 40, 5, 615'-620. 
Hunter, K. I., Linn, M. W. and Harris, R. (1981-82) 
"Characteristics of high and low self-esteem in 
the elderly" International Journal of Aging and Human 
Development. 14, 2, 117-125. 
Hyman, H. H. (1983) Of. Time and Widowhood, Durham, NC: Duke 
University Press. 
464 
Ingersoll-Dayton, B. and Antonucci, T. C. (1988) "Reciprocal 
and nonreciprocal social support: Contrasting sides of 
intimate relationships" Journal of Gerontology. 43, 3, 
S65-S73. 
James, R. L. (1964) Edmonton Senior Residents' Survey Report. 
Edmonton, Alberta: Edmonton Welfare Council. 
Job, E. (1984) Eighty Plus: Outgrowing the Myths of Old Age, 
St Lucia: University of Queensland Press. 
Johnson, C. L. and Catalano, D. G. (1981) "Childless elderly 
and their family supports" The Gerontologist, 21, 
610-618. 
Jones, D. C. (1973) "Self and interpersonal evaluations" 
Psychological Bulletin. 79, 3, 185-199. 
Jones, D. C. (1972) "Social isolation, interaction and 
conflict in two nursing homes" The Gerontologist. 12, 
230-234. 
Kahana, E., Kahana, B. and Young, R. (1985) "Social factors in 
institutional living" in Peterson, W. and Quadagno, J. 
(eds). Social Bonds in Later Life, Beverly Hills: Sage. 
465 
Karylowski, J. (1982) "Two types of altruistic behavior" in 
Derlega, V. J. and Grzelak, J. (eds). Cooperation and 
Helping Behavior: Theories and Research ^  New York: 
Academic Press. 
Kayser-Jones, J. S. (1986) "Open-ward accommodations in a 
long-term care facility: the elderly's point of view" 
The Gerontologist. 26, 1, 63-69. 
Kendig, H. L. and Rowland, D. T. (1983) "Family support of the 
Australian aged: A comparison with the United States" 
The Gerontologist. 23, 6, 198-215. 
Kestutis, A. T. and Nicolay, R. C. (1974) "Self-concept and 
altruism in old age" Journal of Gerontology. 29, 4, 
434-439. 
Knapp, M. R. J. (1977) "The activity theory of aging" The 
Gerontologist. 17, 6, 553-559. 
Knox, J. B. (1963) "The concept of exchange in sociological 
theory: 1884-1961" Social Forces, 41, 4 (May), 341-
346. 
Koenig, H. G. , Kvale, J. N., and Ferrel, C. (1988) "Religion 
and well-being in later life" The Gerontologist. 28, 1, 
18-27. 
466 
Kogan, N. and Wallach, M. A. (1961) "Age changes in values 
and attitudes" Journal of Gerontology. 16, 275-280. 
Kohen (1983) "Old but not alone: informal social supports 
among the elderly by marital status and sex" The 
Gerontologist. 23, 57-63. 
Kovar, M. G. (1988) "Aging in the eighties, people living 
alone two years later" Advancedata (US Department of 
Health and Human Services), no. 159 (April 4). 
Krout, J. A. (1988) "Rural versus urban differences in elderly 
parents' contact with their children" The Gerontologist ^  
28, 2, 198-203. 
Kuhlen, R. G. (1956) "Changing personal adjustment during the 
adult years" in Anderson, J. A. (ed). Psychological 
Aspects of Aging, Washington: Americal Psychological 
Association. 
Kulys, R. and Tobin, S. S. (1980) "Interpreting the lack of 
future concerns among the elderly" Internationl Journal 
of Aging and Human Development. 11, 2, 111-125. 
Larson, P. C , Boyle, E. S. and Boaz, M. E. (1984) 
"Relationship of self-concept to age, disability, and 
institutional residency" The Gerontologist^ 24, 4, 401-
407. 
467 
Larson, R. (1978) "Thirty years of research on subjective 
well-being" Journal of Gerontolocry. 33, 1, 109-125. 
Lawton, M. P. and Bader, J. (1970) "Wish for privacy by young 
and old" Journal of Gerontolocry. 25, 1, 48-54. 
Lee, G. R. (1985) "Theoretical perspectives on social 
networks" in Sauer, W. J. and Coward, R. T. (eds) 
Social Support Networks and the Care of the Elderly, 
New York: Springer Publishing Company. 
Lemke, S. and Moos, R. H. (1986) "Quality of residential 
settings for elderly adults" Journal of Gerontology. 
41, 2, 268-276. 
Lemon, B. W. , Bengtson, V. L. and Paterson, J. A. (1972) "An 
exploration of the activity theory of aging", The 
Gerontologist. 27, 4, 511-523. 
Lentjes, S. and Jonker, J. M. L. (1985) "Social support 
networks: a literature review" in Yoder, J. A. (ed) 
Support Networks in a, Caring Community: research and 
policy, fact and fiction, Dordrecht: Martinus Nijhoff 
Publishers. 
Levi-Strauss, C. (1957) "The principle of reciprocity" in 
Coser, L. A. and Rosenberg, B. (eds) Sociological 
Theory. New York: Macmillan. 
468 
Liang, J. (1982) "Sex differences in life satisfaction among 
the elderly" Journal of Gerontolocry. 37, 1, 100-108. 
Lin, N. (1982) "Social resources and instrumental action" in 
Marsden, P. V. and Lin, N. (eds) Social Structure and 
Network Analysis. Beverly Hills: Sage Publications, Inc. 
Linn, M. W. and Gurel, L. (1969) "Wives' attitudes toward 
nursing homes" Journal of Gerontolocry. 24, 368-372. 
Lomnitz, L. A. (1977) Networks and Marginality: Life in a. 
Mexican Shantytown. New York: Academic Press. 
Lopata, H. Z. (1978) "Contributions of extended families to 
the systems of metropolitan area widows: limitations of 
the modified kin network" Journal of Marriage and 
Family. 40, 355-364, 
Lowenthal, M. and Haven, C. (1968) "Interaction and 
adaptation: intimacy as a critical variable" American 
Sociological Review. 33, 20-30. 
Lukes, S. (1974) Power: A Radical View, London: The MacMillan 
Press Ltd. 
469 
McDonough Mercier, J. and Powers, E. A. (1984) "The family and 
friends of rural aged as a natural support system" 
Journal of Community Psychology. 12 (October), 334-346. 
McGee, J. and Barker, M. (1982) "Deference and dominance in 
old age: an exploration in social theory" International 
Journal of Aging and Human Development. 15, 4, 247-262. 
McKennell, A. C. and Andrews, F. M. (198 3) "Components of 
perceived life quality" Journal of Community Psychology. 
11, 98-110. 
Maddox, G. L. (1962) "Some correlates of differences in self-
assessments of health status among the elderly" Journal 
of Gerontolocry. 17, 180-185. 
Maddox, G. L. and Douglass, E. B. (1974) "Aging and 
individual differences: A longitudinal analysis of 
social, psychological and physiological indicators" 
Journal of Gerontology. 29, 555-563. 
Marsden, P. V. (1982) "Brokerage behavior in restricted 
exchange networks" in Marsden, P. V. and Lin, N. (eds) 
Social Structure and Network Analysis . Beverly Hills: 
Sage Publications, Inc. 
Mason, E. P. (1954) "Some correlates of self-judgment of the 
aged" Journal of Gerontology. 9, 324-337. 
470 
Mason, R. and Faulkenberry, G. D. (1978) "Aspirations, 
achievements, and life satisfaction" Social Indicators 
Research. 5, 133-150. 
Mauss, M. (1925) The Gift: Forms and Functions of Exchange in 
Archaic Society. New York: Free Press. 
Medley, M. L. (1976) "Satisfaction with life among persons 
sixty-five years and older" Journal of Gerontology. 31, 
4, 448-455. 
Meeker, B. F. (1971) "Decisions and exchange" American 
Sociological Review. 36, 4, 368-376. 
Miller, D. B. and Barry, J. T. (1976) "The relationship of 
premises activities to the quality of life of nursing 
home patients" The Gerontologist, 16, 1, 61-64. 
Miller, D. B. and Beer, S. (1977) "Patterns of friendship 
among patients in a nursing home setting" 
The Gerontologist. 17, 3, 269-275. 
Minichiello, M. V. (1987) "Visitors to nursing homes: few or 
many?" Australian Journal on Ageing, 6, 3, (August), 
31-36. 
471 
Minichiello, M. V. (1986) "Social Processes in entering 
nursing homes" in Kendig, H. L. (ed.). Ageing and 
Families, Sydney: Allen & Unwin. 
Mitchell, J. C. (1969) "The concept and use of social 
networks" in Mitchell, J. C. (ed) Social Networks in 
Urban Situtations. Manchester: University Press. 
Moberg, D. O. and Brusek, P. (1978) "Spiritual well-being: A 
neglected subject in quality of life research" 
Social Indicators Research. 5, 303-323. 
Molinari, V. and Reichlin, R. E. (1984-85) "Life review 
reminiscence in the elderly: a review of the 
literature" International Journal of Aging and Human 
Development. 20, 2, 81-92. 
Morgan, D. L. (1988) "Age differences in social network 
participation" Journal of Gerontology. 43, 4, sl29-
S137. 
Mossey, J. M. and Shapiro, E. (1982) "Self-rated health: a 
predictor of mortality among the elderly" American 
Journal of Public Health. 22, 800-808. 
Moum, T. (1980) The Role of Values and Life Goals in Quality 
of Life. Paris: UNESCO (original not sighted). 
472 
Mugford, S. K. and G i b s o n , D. M. (1986) " E x p r e s s i v e 
r e l a t i o n s h i p s and w e l l - b e i n g in an aged sample" 
Austra l ian Journal on Ageing. 5, 3, 14-18. 
Myles, J . F. (1978) " I n s t i t u t i o n a l i z a t i o n and s i c k r o l e 
i d e n t i f i c a t i o n among t h e e l d e r l y " Amer ican 
Sociological Review. 43, 508-521. 
Najman, J . M. and Levine, S. (1981) "Evaluating the impact of 
medical care and technologies on the q u a l i t y of l i f e : a 
review and c r i t i q u e " Social Science and Medicine, 15, 
107-115. 
Neugar ten , B. H a v i g h u r s t , R. and Tobin, S. (1961) "The 
measuremen t of l i f e s a t i s f a c t i o n " J o u r n a l of 
Gerontolocry. 16, 134-143. 
Neyland, B. and S h a d b o l t , B. (1987) "A comparison of t h e 
psychological wel l -being of never-married and married 
aged l i v i n g in urban Aus t r a l i a " Aus t ra l i an Journal on 
Ageing, 6, 1 (February) , 24-29. 
Okun, M. A. e t a l . (1984) "Health and sub jec t ive w e l l -
b e i n g : a m e t a - a n a l y s i s " I n t e r n a t i o n a l J o u r n a l of 
Aging and Human Development. 19, 2, 111-132. 
473 
Osgood, C. E. , Suci, G. J. and Tannenbaum, P. H. (1957) The 
Measurement of Meaning, Urbana: University of Illinois 
Press. 
Palmore, E. (1976) "Total chance of institutionalisation among 
the aged" The Gerontologist. 16, 504-507. 
Palmore, E. (1968) "The effects of aging on activities and 
attitudes. The Gerontologist. 8, 259-263. 
Palmore, E. and Kivett, V. (1977) "Change in life 
satisfaction: A longitudinal study of persons aged 46 
to 70" Journal of Gerontolocry. 32, 311-316. 
Palmore, E. and Luikart, C. (1972) "Health and social factors 
related to life satisfaction" Journal of Health and 
Social Behavior, 13, 68-80. 
Passuth, P. M. and Bengtson, V. L. "Sociological theories of 
aging: current perspectives and future directions" in 
Birren, J. E. and Bengtson, V. L. (eds) Emergent 
Theories of Aging. New York: Springer Publishing 
Company. 
474 
Peters, G. R. and Kaiser, M. A. (1985) "The role of friends and 
neighbours in providing social supports" in Sauer, W. 
J. and Coward, R. T. (eds) Social Support Networks and 
the Care of the Elderly: Theory. Research and Practice., 
New York: Springer Publishing Company. 
Pihlblad, C. T. and Adams, D. L. (1972) "Widowhood, social 
participation and life satisfaction" International 
Journal of Aging and Human Development^ 3, 323-330. 
Queensland Department of Health (1982) Queensland Nursing 
Homes Census. 30 September 1981, Central Statistical 
Unit, Division of Research and Planning. 
Queensland Department of Health (1981) Care of the Aged: The 
First Consolidated Report of the Advisory Committee (20 
March). 
Ramsay, K., Wright, A. and Bak, S. (1985) "Establishing a 
residents' group at Perry Park Nursing Home" 
Australian Journal on Ageing. 4, 1, (February), 22-27. 
Reich, J. W. and Zautra, A. J. (1984) "Daily event causation: 
an approach to elderly quality of life" Journal of 
Community Psychology. 12 (October), 312-322. 
475 
Reid, D. W. , Haas, G. and Hawkings, D. (1977) "Locus of 
desired control and positive self-concept of the 
elderly" Journal of Gerontology. 32, 4, 441-450. 
Rempel, J. K., Holmes, J. G. and Zanna, M. P. (1985) "Trust in 
close relationships" Journal of Personality and Social 
Psychology. 1, 95-112. 
Rettig, K. D. and Bubolz, M. M. (1983) "Perceptual indicators 
of family well-being" Social Indicators Research, 12, 
417-438. 
Riley, M. and Foner, A. (1968) Aging and Society, vol. 1, New 
York: Russell Sage Foundation. 
Roberto, K. A. and Scott, J. P. (1986) "Equity considerations 
in the friendships of older adults" Journal of 
Gerontolocry. 41, 2, 241-247. 
Rodgers, W. L. and Converse, P. E. (1975) "Measures of the 
perceived overall quality of life" Social Indicators 
Research, 2, 127-152. 
Rodstein, M., Savitsky, E. and Starkman, R. (1976) "Initial 
adjustment to a long-term care institution" Journal of 
American Geriatrics Society. 25, 65-71. 
476 
Rook, K. S. (1987) "Reciprocity of social exchange and social 
satisfaction among older women" Journal of Personality 
and Social Psychology. 52, 1, 145-154. 
Rook, K. S. (1984) "The negative side of social interaction: 
impact on psychological well-being" Journal of 
Personality and Social Psychology. 46, 5, 1097-1108. 
Rose, A. M. (1965) "Physical health and mental outlook among the 
aging" in Rose, A. M. (ed) Older People and their Social 
World. Philadelphia: Davis. 
Rose, A. M. (1964) "A current issue in social gerontology". 
The Gerontologist. 4, 45-50. 
Rosen, S. et al. (1986) "Effects of motive for helping, 
recipient's inability to reciprocate, and sex on 
devaluation of the recipient's competence" Journal of 
Personality and Social Psychology. 50, 4, 729-736. 
Rosow, I. (1967) Social Integration of the Aged, New York: 
Free Pess. 
Rubinstein, R. L. (1987) "Never married elderly as a social 
type: re-evaluating some images" The Gerontologist. 27, 
1, 108-113. 
477 
Russell, C. (1981) The Aging Experience. Sydney: George Allen 
and Unwin. 
Sauer, W. J. and Coward, R. T. (1985) "The role of social 
support networks in the care of the elderly" in Sauer, 
W. J. and Coward, R. T. (eds) Social Support Networks 
and the Care of the Elderly. New York: Springer 
Publishing Company. 
Scanzoni, J. (1979) "Social exchange and behavioral 
interdependence" in Burgess, R. L. and Huston, T. L. 
(eds) Social Exchange in Developing Relationships. New 
York: Academic Press, Inc. 
Schneider, M. (1975) "The quality of life in large American 
cities: objective and subjective social indicators" 
Social Indicators Research. 1, 495-509. 
Schwimmer, E. (1973) Exchange in the Social Structure of the 
Orokaiva, London: C. Hurst and Company. 
Shanas, E. (1979a) "The family as a social support system in 
old aged" The Gerontologist. 19, 2, 169-174. 
Shanas, E. (1979b) "Social myth as hypothesis: the case of the 
family relations of old people" The Gerontologist. 19, 
11, 3-9. 
478 
Shanas, E. (1962) The Health of Older People: a. social survey. 
Cambridge, MA: Harvard University Press. 
Shanas, E. et al. (1968) Old People in Three Industrial 
Societies. London: Routledge and Kegan Paul. 
Shannon, M. D. (1984) Long Term Care of the Aging^ Thorofare, 
New Jersey: Slack Incorporated. 
Shore, B. (1985) "Extended kin as helping networks" in Sauer, 
W. J. and Coward, R. T. (eds) Social Support Networks 
and the Care of the Elderly: Theory^ Research and 
Practice, New York: Springer Publishing Company. 
Sigman, S. J. (1985) "Conversational behavior in two health 
care institutions for the elderly" International 
Journal of Aging and Human Development. 21, 2, 137-154. 
Simms, L. M. et al. (1982) "Adjustment of older persons in 
nursing homes" Journal of Gerontological Nursing., 8, 
383-386. 
Simons, R. L. (1983-84) "Specificity and substitution in the 
social networks of the elderly" International Journal 
of Aging and Human Development. 18, 2, 121-139. 
479 
Singlemann, P. (1972) "Exchange as symbolic interaction: 
convergences between two theoretical perspectives" 
American Sociological Review. 37 (August), 414-424. 
Smith, K. F. and Bengtson, V. L. (1979) "Positive consequences 
of institutionalization: solidarity between elderly 
parents and their middle-aged children" The Gerontologist, 
19, 5, 438-447. 
Smith, R. T. and Brand, F. N. (1975) "Effects of enforced 
relocation on life adjustment in a nursing home" 
International Journal of Aging and Human Development. 
6, 249-259. 
Snowdon, J. and Manicavasager, V. (1988) "Life satisfaction in 
nursing homes" Australian Journal on the Ageing. 7, 1 
(Feb.), 21-22. 
Snyder, L. H. (1973) "An exploratory study of patterns of 
social interaction, organisation and facility design in 
three nursing homes" International Journal of Aging and 
Human Development. 4, 4, 319-333. 
Spasoff, R. A. et al. (1978) "A longitudinal study of elderly 
residents of long-stay institutions" The Gerontologist. 
18, 3, 281-292. 
480 
Spreitzer, E. and Snyder, E. E. (1974) "Correlates of life 
satisfaction among the aged" Journal of Gerontology. 
29, 454-458. 
Stein, S., Linn, M. W. , and Stein, E. M. (1985) "Patients' 
anticipation of stress in nursing home care" The 
Gerontologist. 25, 1, 88-94. 
Stoller, E. P. (1984) "Self-assessments of health by the 
elderly" Journal of Health and Social Behavior. 25, 
260-270. 
Strain, L. A. and Chappell, N. L. (1982) "Confidants: Do they 
make a difference in quality of life?" Research on Aging, 
4, 4, 479-502. 
Strain, L. A. and Chappell, N. L. (1982a) "Problems and 
strategies: ethical concerns in survey research with 
the elderly" The Gerontologist. 22, 6, 526-531. 
Suls, J. and Mullen, B. (1983-84) "Social and temporal bases 
of self-evaluation in the elderly: theory and evidence" 
International Journal of Aging and Human Development. 
18, 2, 111-120. 
Tallmar, M. and Kutner, B. (1969) "Disengagement and the 
stresses of aging". Journal of Gerontolocry. 24, 1, 
70-75. 
481 
Templer, D. I. (1971) "Death anxiety and health of retired 
persons" Journal of Gerontology. 26, 4, 521-523. 
Tesch, S. and Nehrke, M. F. (1981) "Friendship, social 
interaction and subjective well-being of older men in 
an institutional setting" Internation Journal of Aging 
and Human Development. 13, 4, 317-327. 
Thibaut, J. W. and Kelley, H. H. (1959) The Social Psychology 
of Groups. New York: John Wiley and Sons. 
Thoits, P. (1982) "Conceptual, methodological and theoretical 
problems in studying social support as a buffer against 
life stress" Journal of Health and Social Behavior, 23, 
145-159. 
Thomas, T. (1986) "The psychological well-being of 
elderly women entering long-term-care residences" 
Australian Journal on Ageing. 5, 1 (February), 18-23. 
Thompson, J. D. and Goldin, G. (1975) The Hospital: A Social 
and Architectural History. London: Yale University 
Press. 
Tissue, T. (1972) "Another look at self-rated health among the 
elderly" Journal of Gerontology. 27, 91-94. 
482 
Tobin, S. S. and Kulys, R. (1980) "The family and services" in 
Eisdorfer, C. et al. (eds) Annual Review of Gerontolocry 
and Geriatrics. 1, New York: Springer Publishing Company. 
Tornstam, L. (1975) "Health and self-perception: A systems 
theoretical approach" The Gerontologist. 15, 264-270. 
Toseland, R. and Rasch, J. (1979-80) "Correlates of life 
satisfaction: an aid analysis" International Journal of 
Aging and Human Development. 10, 2, 203-211. 
Townsend, P. (1963) The Family of Old People: An Inquiry in 
East London, Harmondsworth: Penguin Books Ltd. 
Trimakas, K. A. and Nicolay, R. C. (1974) "Self-concept and 
altruism in old age" Journal of Gerontolocry. 29, 4, 
434-439. 
Troll, L. E., Miller, S. J. and Atcherley, R. C. (1979) 
Families in Later Life. Belmont, Califormia: Wadsworth. 
Turner, B. F. , Tobin, S. S. and Liberman, M. A. (1972) 
"Personality traits as predictors of institutional 
adaptation among the aged" Journal of Gerontology. 27, 
1, 61-68. 
483 
Uhlenberg, P. and Myers, M. A. D. (1981) "Divorce and the 
elderly" The Gerontologist. 21, 276-282. 
Walster, E. , Walster, G. W. and Berscheid, E. (1978) Eouitv; 
Theory and Research, Boston: Allyn and Bacon. 
Waltz, M. (1986) "A longitudinal study of environmental and 
dispositional determinants of life quality: social 
support and coping with physical illness" Social 
Indicators Research. 18, 71-93. 
Wan, T. T. H. (1982) Stressful Life Events. Social-Support 
Networks. and Gerontological Health, Toronto: Lexington 
Books. 
Ward, R. A. (1985) "Informal networks and well-being in later 
life: a research agenda" The Gerontologist, 25, 1, 
55-61. 
Ward, R. A. (1979) "The never-married in later life" Journal 
of Gerontolocry. 34, 6, 861-869. 
Wasserman, I. M. and Chua, L. A. (1980) "Objective and 
subjective social indicators of quality of life in 
American SMSA's: a reanalysis" Social Indicators 
Research, 8, 365-381. 
484 
Wax, M. (1962) "Changing role of homes for the aged" 
The Gerontologist. 2, 128-133. 
Weiss, R. S. (1973) Loneliness: The experience of emotional 
and social isolation, Cambridge, MA: MIT Press. 
Welford, A. T. (1983) "Social skills and aging: principles and 
problems" International Journal of Aging and Human 
Development. 17, 1, 1-5. 
Wellman, B. (1981) "Applying network analysis to thd study of 
support" in Gottlieb, B. H. (ed) Social Networks and 
Social Supports. Beverly Hills: Sage Publications. 
Wentowski, G. J. (1981) "Reciprocity and the coping 
strategies of older people: Cultural dimensions of 
network building" The Gerontologist. 21, 600-609. 
Wilson, W. (1967) "Correlates of avowed happiness" 
Psychological Bulletin. 67, 294-306. 
York, J. L. and Calsyn, R. J. (1977) "Family involvement in 
nursing homes" The Gerontologist. 17, 16, 500-505. 
Zautra, A. J. (1983) "Social resources and the quality of 
life" American Journal of Community Psychology^ 11, 3, 
275-290. 
485 
z i l l e r , R. C. (1974) "Sel f -o ther o r i e n t a t i o n and q u a l i t y of 
l i f e " Social Ind ica to r s Research, 1, 301-327. 
Z i n b e r g , N. E. and Kaufman, I . (1963) " C u l t u r a l and 
p e r s o n a l i t y f a c t o r s a s s o c i a t e d w i t h a g i n g : An 
in t roduc t ion" in Zinberg, N. E. and Kaufman, I . ( eds ) . 
Normal Psychology of the Aging Process . New York: 
I n t e r n a t i o n a l Un ive r s i t i e s Press . 
Z l o b i c k i , M. T. (1988) " S e l f - p e r c e i v e d l i f e domains of 
Q u e e n s l a n d ' s p u b l i c n u r s i n g home r e s i d e n t s " i n 
Aust ra l ian Associat ion of Gerontology, Ageing and 
Technology: Proceedings of the 23rd Annual Conference. 
Brisbane. 
Zlobicki , M. T. (1980) "Social and accommodation needs of the 
P o l i s h aged in Br i sbane" M.S.P.D. d i s s e r t a t i o n . 
Univers i ty of Queensland. 
« 1 
486 

